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. A New Book! 
ANDRESEN—OFFICE GASTROENTEROLOGY 


This exceptionally practical book presents specific, detailed 
information on gastrointestinal diseases and describes meth- 
ods of diagnosing and treating them—effective and suitable 
for office use. 


All the practical help and assistance here represents the re- 
sults of Dr. Andresen’s experience in 40 years of teaching and 
clinical practice. First, he gives you the general concepts of 
gastrointestinal physiology, pathology and treatments. He then 
considers—in explicit detail—the three types of gastrointesti- 
nal disease: (1) Those which may affect any part or all of 
the gastrointestinal tract; (2) those which affect only an in- 
dividual part; and (3) those which originate elsewhere but 
produce gastrointestinal symptoms or actual lesions. Under 
each disease physiologic indications for treatment are dis- 
cussed and treatment is specifically outlined. 


™—— USE HANDY SAUNDERS ORDER FORM ON PAGE 111 ———> 


Nutritional needs are fully covered and the effects of food on 
gastrointestinal function are outlined. Harmful effects of in- 
discriminate use of the newer drugs are carefully pointed out. 
Proper and balanced attention is paid to x-ray and laboratory 
examination. Indications for surgery and complications re- 
sulting from surgery are presented. 


Usable advice is included on such problems as: food poison- 
ing due to virus infection — comparison between fractional 
and “tubeless” techniques of gastric analysis—collagen disease 
manifestations—diagnosis of pinworms—etc. 


By ALBERT F. R. ANDRESEN, M.D., Clinical Professor Emeritus of Medi- 
cine, State University of New York College of Medicine at New York City; 
Attending Physician, Long Island College Hospital; Area Consultant in 
Gastroenterology, Veterans Administration. 707 pages, 6” x 9%”, with 174 
illustrations on 110 figures. $14.00. New! 
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inflammation 


ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief —with less intolerance. 


The analgesic and specific anti-inflammatory action of BuFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 


anginaphobia: air trave/ 


Fear of anginal attack has cancelled many a 
flight reservation. But anoxia at high altitudes 
need no longer be feared—thanks to pressurized 
cabins and modern management of angina pec- 
toris. Actually air travel may even be preferable 
since it obviates otherwise long, tiring trips. 

Peritrate removes the fear factor: Peritrate, a 
modern, long-acting coronary vasodilator elim- 
inmates fear by helping eliminate attacks. And 
even though all customary restrictions cannot 


be abandoned, 4 out of 5 patients respond to 
routine use of Peritrate with 


© fewer, milder attacks 
® increased exercise tolerance 
© reduced nitroglycerin dependence. 


For the unduly apprehensive, for the overactive, 
for all who need mild sedation (especially early 
in treatment), Peritrate with Phenobarbital re- 
leases tension without daytime drowsiness. 


Usual Dosage: 20 mg. of Peritrate before meals and at bedtime. 


Peritrate: 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 
20 mg. with Phenobarbital 
WARNER-CHILCOTT 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1, Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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overwhelmingly specified 
by generalists and specialists 


METICORTEN 


a standard steroid ba 
overwhelmingly acclaimed 


by ... Internists in rheumatoid arthritis, rheumatic fever and 
systemic lupus erythematosus 


.. Allergists in urticaria, angioedema, drug reactions and 
allergic rhinitis 


.. Ophthalmologists in uveitis, choroiditis and chorioretinitis 


.. Dermatologists in pemphigus, erythema multiforme, atopic 
eczemas and contact dermatoses 


.. Chest Physicians in bronchial asthma, pulmonary fibrosis 
and emphysema 


and by general practitioners for virtual absence 
of salt retention 


METICORTEN, 1, 2.5 and 5 mg. white tablets 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 1 


MC-3-13117 
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when the chief complaint is 


a stiff neck 
= bursitis 

= rheumatic joint pain 
= lower back pain 


sin Carbamate 


JournaL A.O.A. 


: 
ar . Ff witk 
am re scle Spe without wm mus 

asm, permitting your patients to retur rn to normal 
—_ 
iwity rapidly. There are no contraindications to the use of 

fTolseram Susnens 7 fiva timec i To 
be given at Is or Blass” uit | 
. —Tolse an iuibb Mephenesin) Tablets, Gn 
id 0.5 Gm., bottles of 100, 1000; Elixir, 0.5 Gm. per 5 cc. tsp., 


NEW SEARLE RESEARCH PRODUCT 


ZANCHOL 


(brand of florantyrone) 


Synthetic Biliary Abstergent Fills an Important Postcholecystectomy Need 


The excellent results with Zanchol in pa- 
tients whose gallbladders have been re- 
moved have been most pronounced in two 
phases of management: 


1. Early—Zanchol in Postoperative Care. 
T-tube studies have demonstrated that 
Zanchol increases the volume and fluidity 
of bile, at the same time changing its color 
to a clear, brilliant green. The greatly im- 
xa, vis proved abstergent cleansing action of the 
‘First day, before - bile is noted in its ability to keep the T 
administration — tubes clean! without rinsing in most cases. 


of Zanchol. 

2. Late—Zanchol in Postcholecystectomy 
Syndrome. By improving the physico- 
chemical properties of bile and increasing 
its flow, Zanchol acts to eliminate biliary 
stasis and sharply reduce or eliminate bil- 
iary sediment. The drug may be employed 
in both prophylaxis and therapy of the post- 
cholecystectomy syndrome. 
Medical Indication for Zanchol 
This includes the treatment of patients 
with chronic cholecystitis for which surgery 
is not required or may be impossible for 
any reason. 
Dosage: one tablet three or four times 
daily. 
Supplied: Zanchol is available in tablets 
of 250 mg. each. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
*Trademark of G. D. Searle & Co. 
1. McGowan, J. M.: Clinical Significance of Changes in 


Common Duct Bile Resulting from a New Synthetic 
Choleretic, Surg., Gynec. & Obst. 103:163 (Aug.) 1956. 


SEARLE 
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combines ILEXIN® Zoxazolamine,t elinieally established skeletal musele felaxant,’’ and 


TYLENOL® Acetaminophen, a superior analgesic for paintul musculoskeletal disorders? 
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Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be u as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 


2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 


3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated i} 
than previously accepted therapy, such as barbiturates. ii 


But the question arises: which tranquilizer is suitable for children? 


Most of the physicians now using tranquilizers in pediatric practice have found the i 
answer to be ATARAX, confirming the conclusions of repeated clinical studies. 


| 
ATARAX is effective in a wide range of pediatric indications. 
ATARAX has produced a “‘striking response” in a wide range of hyperemotive states.* i 
In a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, disciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 


“ATARAX appears to be the safest of the mild tranquilizers. Troublesome side 
effects have not been reported... .”* 


ATARAX offers two pediatric dosage forms. : | 
ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 
A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 
eee response. Why not, for the next four weeks, prescribe ATARAX for your 

—- pediatric patients. See whether you, too, don’t find it eminently 
suitable. 


(BRAND OF HYOROXYzINE) 


ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders o> 
10 mg. tablets—3-6 years, one tab- ee 
let t.l.d.; over 6 years, two tablets 
t.i.d. Syrup-—3-6 years, one tsp. 
t.id.; over 6 years, two tsp. tid. - 

for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 

for severe emotional disturbances 
100 mg. tabiets—one tabiet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 ¢c.) intramuscularly, 3-4 — 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


Supplied: Tablets, botties of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
multiple-dose vials. 
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AcHrostaTIn V combines AcHromycint V... 
the new rapid-acting oral form of 
Acuromycint Tetracycline... noted for its 
outstanding effectiveness against more than 
50 different infections...and Nystatin... the 
antifungal specific. AcHRosTaTIN V provides 
particularly effective therapy for those 
patients who are prone to monilial overgrowth 
during a protracted course 

of antibiotic treatment. 


supplied: 

AcurostaTin V CapsuLes 
contain 250 mg. tetracycline 
HCI equivalent (phosphate- 
buffered) and 256,000 

units Nystatin. 

dosage: 

Basic oral dosage (6-7 mg. 
per lb. body weight per day) 
in the average adult is 

4 capsules of AcHrostatin V 
per day, equivalent to 

1 Gm. of Achromycin V. 


*Trademark 
tReg. U.S. Pat. Off. 


a> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
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Feldman reports: 
constitates a major 
advance in treatment.” 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in':physical symptoms which 
make continued drinking impossible ... few 
if any medical contraindications exist.”* 

*Feldman, D. J.: Ann. Int, Med. 44:78 (Jan.) 1956. 


-+-a@ “chemical fence” for the alcoholic 


A brochure giving full i of poe will be sent to: sarees upon 
request. 


“ANTABUSE?’ is supplied i ig 20.5 Gm. tebleta (scored), bottles of sand 1,000. 


Averst LaABoRATORIgS * New York, N. Canada 
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3 weeks post-cauterization, 
healing nearly complete 


@HOTOGRAPHS BY SCHWARTZ, J.: AM. J. OBST. 63:579, 1952. 


prompt healing 
with aid of 


Furacin Vaginal Suppositories 
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FASTER HEALING. 
GREATER 
PATIENT COMFORT 


Whether cauterization, conization, other 
surgical operation or radiation of the cervix 
uteri is indicated, FuRActN Vaginal 
Suppositories can aid materially. Administered 
before and after these procedures, they eliminate 
infection; minimize discharge, malodor and ~ 
irritation; facilitate healing and provide a more 
rapid and comfortable convalescence. In 
conjunction with radiotherapy, they control 
infection and thus contribute to “a better 
response of the malignant tissue to a given unit 
of radiation.”’"* FurActin Vaginal Suppositories 
do not cause monilial superinfection and are 
safe for prolonged use. 

FORMULA: 0.2% Furacin in water-miscible 
base; hermetically sealed in yellow foil. 


*Schwartz, J., and Nardiello, V.: Am. J. Obst. 65:1069, 1953. 


FURACIN’ VAGINAL 


BRAND OF NITROFURAZONE SUPPOSITORIES 


ALSO AVAILABLE: FURACIN URETHRAL SUPPOSITORIES 


wT. 


NITROFURANS 
@ new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES 8 NORWICH, NEW YORK 
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24-hour 
sulfa therapy 


single 
tablet 


this tablet 
sulfa dosage 


Jourwat A.O.A. 


(sulfamethoxypyridazine, Parke-Davis) 


The new Parke-Davis product, MIDICEL, represents the fulfillment of a long quest in sulfona- 
mide therapy—a long-acting antimicrobial agent that provides a sustained therapeutic effect 
with convenient low oral dosage. MIDICEL provides these long-sought clinical advantages: 


1-tablet-a-day convenience'*—no complicated regimens—no forgotten or omitted doses—no 
middle-of-the-night medication. rapid effect!5—prompt absorption, good tissue diffusion, 
rapid therapeutic blood levels. prolonged action'*—therapeutic blood and urine concentra- 
tions sustained day and night on 1-tablet-a-day. broad range antibacterial activity —exerts 
potent antibacterial action. Effective prolonged blood levels require only a fraction of the 
dosage usual for most other sulfonamides; especially valuable in urinary tract infections due 
to sulfonamide-sensitive organisms. greater safety'*—high solubility in acid urine, slow renal 
excretion, low acetylation and low dosage provide unusual freedom from crystalluria and 
other complications. 


Adult Dosage: Initial (first day) dosage: 2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for 
severe infections. Maintenance dosage: 1 tablet (0.5 Gm.) daily. 

Children’s Dosage: According to weight. 

Packaging: 0.5 Gm., quarter-scored tablets, bottles of 24 and 100. 

See literature for details of dosage and administration. 

References: (1) Jackson, G. G., & Grieble, H. G.: Ann. New York Acad. Sc. 69:493, 1957. (2) Jones, W. F, & Finland, 


M.: Ibid. 69:473, 1957. (3) Lepper, M. H.; Simon, A. J., & Marienfeld, C. J.: Ibid. 69:485, 1957. (4) Ross, S.; Ahrens, 
W.E., & Zaremba, E. A.: Ibid. 69:501, 1957. (5) Walker, W. F, & Hamburger, M.: Ibid. 69:509, 1957. 


> Y 4 PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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RESIN PLASTER OF PARIS BANDAGE | 


ready tO USE just dip, squeeze and apply... requires half as many bandages as ordinary plaster casts 
correct drying action no waiting...allows trimming time, then hardens to full strength promptly 


makes more comfortable, better looking casts tighter, thinner, smoother...yet much stronger 


than heavier, clumsier casts of ordinary plaster 


makes more durable casts metacast retains strength despite humidity, never crumbles or grows 
soggy...resists water, urine, perspiration, mold...remains odor-free 


costs less per cast than plain plaster specity modern, easier-to-use MELACAST in the new plastic- 
lined, moisture-proof package...another outstanding SPD -development. 


*Reg. U.S. Pat. Off. 
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Producers of Davis & Geck Brand Sutures 
and Vim Brand Hypodermic Syringes and Needles. 


Pa. COnSSOTICUT Distributed in Canada by: North American Cyanamid Ltd., Montreal 16, P.Q. 


Journat A.O.A. 


simplicity with security 


WHEN JELLY ALONE 


when the jelly-alone’ method 
is advised, new Koromex@p 

the outstandingly competent 
spermatocidic agent... 
ig now available 
to physicians. 


proven 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 


Large tube of Koromex@ vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 


washable, appealingly feminine zippered kit, at no extra —_ pygmy TYPE BASE 
charge, for home storage. 2.0% 
The 125 gram tube of Koromex@ may also be bought ecdiete hate... a 


separately at any time. Factual literature sent upon request. 
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HOLLAND-RANTOS CO., INC. * 145 HUDSON STREET, NEW YORK 13, N. ¥eo 
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Antibacterial Anti-inflammatory 


Relieves “incessant itching” and inflammation. 
Eradicates Pseudomonas and other common causes 
of otitis. 

Helps restore normal acid mantle. 

Rarely sensitizes, 


Contains: ‘Aerosperin”® Salfgte Pelymyxin B Sulfate, Neomycin Sulfate and 
Hv drocertisome (free aleohel) tea sterile, slightly ecid, aqueous suspension. 
Avotlable in dropper barties of 5 cc. 


for most inflamed 
eal and infected ears 


Antibacterial. Antifungal 


Otic Solution 


Counteracts “seggimess™ of ear canal. 

Eradicates Pseudomonas and other common causes 

of otitis, 

Antifungal for Monilia and Aspergillis. 

Helps restore normal acid mantle. 

Rarely sensitizes. 

Contains: 'Acrosporia'® Sulfate Polymyzin B Sulfate in Propylene Glyeel 

with Avetie Acid. 
Available in dropper bottles of 


BURROUGHS WELLCOME CO. (U.S.A.) ING., Tuckahoe, N.Y. 


Journat A.O.A. 
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as long as the cold or flu continues: 


subdue the symptoms, 
control the cough with 


ROMILAR 


The Complete Cold Formula 


RomIiLar CF brings new comfort and ease to your patients 
with colds and other upper respiratory disorders by providing 
more complete control of the symptom complex. It combines 
the benefits of an antihistamine, a decongestant and an 
analgesic-antipyretic with the effective cough suppressant 
action of Romilar Hydrobromide—the non-narcotic cough spe- 
cific with codeine’s antitussive effect but without codeine’s 
side effects. 

Available in syrup or capsule form. One teaspoonful (5 cc) of 
RomILaR CF syrup, or one RoMILAR CF capsule, provides: 


Romilar Hydrobromide (antitussive)................. 15 mg 
Chlorpheniramine Maleate (antihistamine).......... 1.25 mg 
Phenylephrine Hydrochloride (decongestant)........... 5 mg 
N-acetyl-p-aminophenol (analgesic-antipyretic)....... 120 mg 
RoMILAR® Hydrobromide— 


brand of dextromethorphan hydrobromide 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 


Original Research in Medicine and Chemistry 


— 
\ Lt 
{ ; € ry 
4 / 


Vor. 57, 


extra protection for every conception 


Decidual bleeding due 
to capillary fragility 
leads to abortion 


Hesper-C Prenatal 


with capillary-protective factors plus vitamins-minerals 


a precaution in every pregnancy 
a necessity in habitual abortion” 


Routine care during pregnancy should include protection against decidual bleeding. To 
guard against spontaneous and habitual abortion, Hesper-C Prenatal provides the essential 
capillary-protective factors (hesperidin complex and ascorbic acid) plus the supplemental 
vitamins and minerals required during gestation. 


The usual daily dosage (2 capsules t.i.d.) provides: Thiamine Mononitrate ........eeeeeeeee++-7-5 Mg. 
HESPERIDIN COMPLEX ................ GOO mg. Ribolavin 4.5 mg. 
ASCORBIC ACID GOOmg. Nicotinamide .... 30.0 mg. 
Ferrous Gluconate (15 mg. iron) ........... 4.5 mcg. 
Calcium Carbonate (500 mg. calcium) ..... 125Gm. Pyridoxine Hydrochloride ................ 10.0 mg. 
Vitamin A Acetate .............. 6,000 U.S.P. Units Copper Sulfate (3.0 mg. copper) .......... 12.0 mg. 
1,200 U.S.P. Units Potassium Iodide (0.3 mg. iodine) .......... 0.4 mg. 


Providing the daily requirements or more of vitamins and iron during pregnancy as recommended 
by the National Research Council. 


1. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 
2. Dill, L. V.: M. Ann. District of Columbia 23:667, 1954. 


THE NATIONAL DRUG COMPANY 


1900/67 Philadelphia 44, Pa. 
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recent controlled study ,* Phenaphen 
was found effective 


phenacetin-cafeine forn 
moderate to'severe pain... with total freedom 
from side effects and from any tendeney 


© CPOWBINESS . 


Phenacetin (3 gr. 


Aine 
PHENAPHEN wit 


PHENAPHED 
PHENAPHE! 


Robins 


A. H. ROBINS CO., Inc., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


| 
st 
» 
x 
— 


quick stop 


BENTYL 


- Capsules, Syrup (plain and with phe- 


2 caps t.i.d. (dicyclomine hydrochloride) 


no atropine or 
belladonna-like 
side effects. . 
safe—even in 
the presence of 
glaucoma” 


References: 
1. McHardy, G. and Browne, D. C.: 
South. M. J. 45:1139, 1952. 2. Hock, 
Cc. W.: J.M.A. Ga. 40:22, 1951. 3. 
Hufford, A. R.: Am. J. Dig. Dis. 
19:257, 1952. 4. Brown, Jr., D. W. 
and Guilbert, G. D.: Am. J. Ophthal. 
36:1735, 1953. 5. Cholst, M., Good- 
stein, S., Berens, C. and Cinotti, A.: 
Scientific Exhibit, A.M.A., June, 1957. 


‘nobarbital), Tablets with Phenobarbi- 
tal, and Injection 


Merrell 


SINCE 1828 


TRADEMARK: “BENTYL’ 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI + St. Thomas, Ontario 
Another Exciusive Product of Original Merreil Research 
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in every 
arthritic state 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.'?* In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 


Yet 


Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), para- 
aminobenzoic acid and ascorbic acid; an inner core of 
aspirin. The outer layer quickly releases aluminum 
hydroxide which affords superior buffering action and 
protects against gastric irritation. The core of Buffered 
Pabirin then disintegrates rapidly, permitting fast 
absorption of acetylsalicylic acid. PABA potentiates the 
acetylsalicylic acid and creates high salicylate blood 
levels. Ascorbic acid counteracts vitamin C depletion. 


The new form and formulation of Buffered Pabirin 
nt fae provides high and sustained salicylate blood levels. It 
Ses 2 ye may be administered over long periods of time without 
the nausea, dyspepsia or other gastrointestinal symp- 

toms so frequently experienced with salicylates alone. 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 
bursitis, fibrositis, or tendinitis 


Buffered rasvets 


Each tablet contains: 

Acetylsalicylic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)...... 300 mg. 
Dried aluminum hydroxide gel... ... 100 mg. 


All Buffered Pabirin is sodium and potassium free 
Dosage: Two or three tablets 3—4 times daily. 


References: 1. Report of Joint Committee, Medical Research 
Council & Nuffield Foundation, Treatment of Rheumatoid Arthritis, 
British Medical Journal (May 29) 1223-1227, 1954. 2. ibid. (April 13) 
847-850, 1957. 3. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic Diseases, 
Toronto, Ont. (June 25) 1957. 4. Lewis, L., et al.: Ann. Int. Med. 
39:116, 1953. 5. Demartini, F., et al.: J.A.M.A. 158:1506, 19656, 
6. Segaloff, A.: Ann. Allergy 12:565, 1954. 7. Kern, R. A.: Am. J. 


M. Sc. 233:430, 1957. 


Photographs show 2-stage Tandem mes 
Release disintegration 


SMITH-DORSEY : a division of The Wander Company * Lincoln, Nebraska 
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‘Effective, Multiple Approach 
Nasopharyngeal Affections 


SINUSITIS 
NASOPHARYNGITIS 
RHINITIS 


due to common cold, infections, allergies 


Controlled Dosage 


Medihaler-Phen is designed to give the physician closer manage- 
ment supervision over the patient. It governs self-medication— 
makes squeeze bottles and droppers obsolete. An accurately 
measured nebular cloud is gently ejected—not an irritating, 
powerful jet—no drops of liquid—prevents haphazard dosage. 


More than Merely Vasoconstriction 


In addition to its efficient but nonirritating vasoconstrictive 
action Medihaler-Phen counteracts secondary invading organ- 
isms and maintains total area decongestion with tissue-com- 
patible effectiveness. Safe for children too. 


To Prevent Post-Coryzal Complications 

Medihaler-Phen affords immediate relief of congestion during 
the acute stages of coryza, keeps open the ostia of the paranasal 
sinuses...aids in the prevention of complications which may 
follow blockage by thick secretions. 


Four Important Actions 
Automatically measured-dose 
aerosol medications. In spill- An effective, safe, 4-pronged attack (visoconstrictive, decon- 
proof, leakproof, shatterproof, gestive, anti-inflammatory, antibacterial) is the result of the 
blended formula. Each cc. of Medihaler-Phen contains phenyl- 


size dispensers with steriliz- 


able plastic adapters. Also ephrine HCl 3.6 mg., phenylpropanolamine HCl 7.0 mg., 
available in Medihaler-Epi® neomycin sulfate 1.5 mg. (equivalent to 1.0 mg. of neomycin 
(epinephrine Qiestrated and base), and hydrocortisone 0.6 mg., 

suspended in an inert, nontoxic 

and other allergies. aerosol vehicle. LOS ANGELES 
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when your overweight patient is also 


tense, anxious and irritable. . . 


Dexamyl* Spansule* sustained release capsules will: 


e provide daylong control of appetite with only one .oral 
dose in the morning 

e “normalize” extremes of tension, anxiety and irritability, 
producing a “psychic climate” that is conducive to a 
successful weight reduction program 


: ‘Dexamyl’ Spansule capsules — a combination of Dexedrine* 

(dextro-amphetamine sulfate, S.K.F.) and amobarbital— 

are available in two dosage strengths: No. 2 (standard 
strength) and No. 1. Also: tablets and elixir. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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stubborn trichomoniasis 


THE PRESCRIPTION: 
eradication by 


ORE and more physicians have found that vaginal trichomoniasis re- 
M sistant to many types of medication is quickly and easily eradicated 
by VAGISEC liquid and jelly.!? This is good news for patients who have long 
suffered from annoying leukorrhea, pruritus and burning. All of Decker’s! 
patients obtained “immediate relief of acute symptoms” with the very first 
Office treatment, and 97% were “cured.” 

As seen in the majority of Decker’s patients, only three to four weeks of 
treatment were necessary. Negative results usually follow three successive 
menstrual cycles and constitute a “cure.” 

The reason for this success is the powerful, penetrating action of VAGISEC 
liquid which reaches every crevice of the vaginal rugae and dissolves albu- 
minous secretions to reach the hidden trichomonads. Within 15 seconds of 
contact, they are exploded. This total destruction is caused by the wetting, 
detergent and chelating agents in VAGISEC liquid which weaken the cell mem- 
branes, remove waxes and lipids, and denature the proteins. The Davis tech- 
nique, emphasizing continuous, ’round-the-clock therapy with both VAGISEC 
liquid and jelly, eradicates trichomonads and gives them no possible chance 
to reappear. 


\ / @ = References: 1. Decker, A.: New York J. Med. 57:2237 (J 
AG | S EC 1) 1957. 2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1953. 
JULIUS SCHMID, inc. 


liquid and jelly 423 West 55th Street, New York 19, N. Y. 


VAGISEC is a registered trade-mark of Julius Schmid, Inc. 
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for pain...as effective as codeine 
without codeine’s liabilities 


actirin 


NON-NARCOTIC 
Potently Analgesic 


Effectively Anti-inflammatory 


2 ZACTIRIN tablets are equiva- 
lent in analgesic potency to 
grain of codeine plus 10 grains 
of acetylsalicylic acid. 


Supplied: Distinctive, 2-layer yellow-and- 
green tablets, bottles of 48. Each tablet 
contains 75 mg. of ethoheptazine citrate 
and 325 mg. (5 grains) of acetylsalicylic 
acid. 


Wiech 


Philadelphia 1, Pa. 
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New...from Pfizer Research 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol, 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice, 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 


d d than those of other enhancing agents screened. In 
CO mM pou n S teste some cases this effect was more than double. 

2 Of great importance to the practicing physi- 
cian is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 


occurs in a greater percentage of cases than with 
any other agent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 


com po un d un excel led available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


The most widely used 

broad-spectrum antibiotic 

now potentiated with 

glucosamine, the 

Pfizer PFIZER LABORATORIES enhancing agent of choice 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. Trademark 
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an advanced method of 
theophylline therapy 


CLYSMATHANE 


Disposable Rectal Unit 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.“ 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
_Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 
packed in individual cartons, manufac- 
em label readily removable. 
REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 


K. G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


(FLEET) 
Disposable Rectal Unit 
Professional Samples and literature on request 
c. B. FLEET CO., INC. 


Lynchburg, Virginia 


Vor. 57, Fes. 1958 


if 
| 
if 
PY i 
od 
+ 
I, 
| || | simple...safe...effective... 
i 
é 
= 


1. Sphincter of 
Boyden 

2. Sphineter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in 
Normal 
Relaxation 


Cholan 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 
Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.id. after 


meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.56 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 
Ci Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 


PCN-81 
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LINODOXZAIN E 

new capsules 
LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HCI 

Supplies linoleic acid—essential unsaturated fatty acid—to help restore and maintain 


i. the proper ratio between saturated and unsaturated fat in the diet; and pyridoxine, 
| essential for the utilization of linoleic acid in the body. 


Significant reduction of elevated blood cholesterol has been demonstrated in patients 
with diagnosed coronary disease and in those who are clinically well but may be predis- 
posed to coronary disease.’ 

| LINODOXINE EMULSION—for therapy. LINODOXINE CAPSULES (lower in potency) —for 
prophylaxis or long-term maintenance. 


1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology and Management of Atherosclerosis, Scientific Exhibit, American Medical 
Association Meeting, New York, June 3-5, 1957. 


TRADEMARK 


blood cholesterol 


thereby helping 
| to minimize the 
| development of 


atherosclerosis, 
| especially in: 
E 
patients whose gmt 
personal or patients with 
familial history § elevated blood 
suggests pressure 
hypercholesterolemia Nf 
or co 
heart disease / / male patients 


Division, Chas. Pj r& 
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ACE-HESIVE 


B-D 
for elastic bandaging that stays in place 


4 New B-D ACE-HESIVE provides the elasticity and support of famous B-D 
2 quality cotton elastic, plus the added strength and holding properties of a 
specially developed adhesive backing. 


unfailing support —will not slip or creep; even in hard-to-bandage areas 


sufficient elasticity— correct combination of stretch and tension ensures uniform 
pressure and ease of application 


+ minimum skin reaction —purest-grade ingredients practically assure freedom 
from skin sensitivity 


semipermeable — permits passage of air and excess exudates 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


B-D AND ACE-HESIVE, T.M. REG. U.S. PAT. OFF. 


Handy New Tube Package individual Package 
Twelve inches of ACE-HESIVE bandage ino moistupe-proof 
in 2", 3° o¢ 4” widths. olyethylene bog. individuolly Boxed. 
Packaged in avvoxed, 22", and 4° widths. 

sealed tube. 
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HIGHLY ANTIBACTERIAL 
YET 


Mandelamine is effective against almost all strains found 
in urinary tract infections—even those resistant to anti- 
biotics and sulfonamides. Mandelamine won't sensitize 
patients...no resistant strains develop...side effects are 
minimal. And Mandelamine is priced at just a fraction of 
the cost of other antibacterial agents! 


Available: In 0.25 Gm. tablets, 0.5 Hafgrams® and 
pleasantly flavored Mandelamine Suspension for children. 
Dosage: Adults—initial daily dose of 4 to 6 Gm. Chil- 
dren need as little as 1 Gm. daily. (Mandelamine Discs, 
for quick identification of Mandelamine-sensitive bacteria, 
available from your laboratory supply house.) 


Nepera Laboratories, Morris Plains, N. J. 


MANDELAMINE 
safe and effective for chronic urinary tract enfections 


32 Journat A,O.A. 


| 


) 
7 
| 4 
% > 
>. 
‘ 
aw | your selagtion 1s easy 


for each formula feeding need 


you have the convenience of selection of formulation and form 


Lactum® 


Dextri-Maltose® 


THE MEAD JOHNSON FORMULA PRODUCTS FAMILY 


carbohydrate modifier / liquid formulas / powdered formulas 


All are easy to prepare, conveniently packaged, readily available 
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your selection of formulation and form is easy because... 


when you need a formula for: 


classic milk-formula feedings 


protein-generous feedings 


flexible feedings 


milk-sensitive infants 


protein-sensitive infants 


nonspecific digestive disorders 


you can prescribe: 


The classic infant formula in ready-prepared 
form Made from whole milk and 
Dextri-Maltose... based on textbook 
recommendations. Used successfully 
in feeding millions of babies. 


Ready-prepared formula with generous protein 
Made from nonfat milk, highly re- 
fined vegetable oil and Dextri- 
Maltose. Nutritionally generous for 
full term infants and prematures. 


The professional carbohydrate modifier 
Manufactured specifically for in- 
fant formulas « Meets your highest 
standards for quality « Three for- 
mulations to choose from. 


Hypoallergenic soya formula Requires only 
water for preparation of nourishing 
feedings...no added carbohydrate 
needed...light color, pleasant taste. 


Ready-prepared formula containing protein in 
hydrolyzed form Made from casein hy- 
drolysate, refined vegetable oil, ar- 
rowroot starch and Dextri-Maltose 
plus vitamins and minerals. 


Ready-prepared therapeutic formula Made 
from protein milk powder, hydro- 
lyzed casein, banana powder and 
dextrose. Well tolerated in celiac 
disorders and chronic diarrheas. 
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YOU CAN SELECT APPROPRIATE INSTRUCTIONS FOR MOTHERS 
FROM THE MEAD JOHNSON FAMILY-OF- PRINTED - SERVICES 


to save time for you - supplement your discussions - give mothers added confidence 


Booklets —“‘Your Baby’s Formula—and How to Bathe and 
Feed Baby.” Simple formula preparation and feeding 
instructions and some basic advice on infant care. In 
ordering, specify Lactum Liquid or Milk and Dextri- 
Maltose and terminal heating or aseptic method. ‘‘How 
to Care for Your Allergic Baby ”’ tells how to use Sobee 
and also provides some basic information on skin and 
general care. 


Wall Cards—‘‘Your Baby’s Food.” Cards for mothers to hang 
up for easy reference provide space for your formula 
prescription, preparation instructions, and a check list 
of supplementary foods. These are available for Lactum, 
Dextri-Maltose and Olac. 


Formula Prescription Sheets— Prescription blanks and prepara- 
tion instructions for the mother may be requested for 
any Mead Johnson Formula Product. 


For a supply of any of these items, and for information 
on other printed services, ask your Mead Johnson Rep- 
resentative or write to us, Evansville 21, Indiana. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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management of constipation with the Colace Family 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


~ LW 


patients of all ages benefit from 


Peri-Colace 


peristaltic stimulant — stool softener, Mead Johnson 
Capsules » Syrup 


softens stools and stimulates peristalsis 


When bowel motility is inadequate ...defeca- 
tion infrequent... Peri-Colace combines the 
stool-softener Colace with a new, mild peri- 
staltic stimulant, Peristim (standardized prep- 
aration of anthraquinone derivatives from 
cascara sagrada). Because Colace keeps the 
stool soft, only a small amount of stimulant is 
needed. Action is gentle—usually in 8 to 12 
hours—and side effects are minimized. 


Colace 


dioctyl sodium sulf inate, Mead Joh 


Capsules + Syrup « Liquid (Drops) 


softens stools without laxative action 


When bowel motility is adequate but stools 
need softening...Colace keeps stoolg soft for 
easy passage by increasing the wetting effi- 
ciency of intestinal water and promoting for- 
mation of oil-water emulsions. With Colace 
there is no laxative action...no addition of 
bulk...no side effects. You can safely prescribe 
| Colace for prolonged use. 


The service leaflets Advice on Constipation— 

Colace version (Lit. 801), and Peri-Colace 
version (Lit. 802), will save time for you in instructing 
patients. Ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 
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congestion orally 


An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This affords 
opportunity for shrinkage in areas that could not be 
approached by sprays, drops or actual topical applications.’ 


MORRISON, L. F.: ARCH. OTOLARYNG. 59:48-53 (JAN.) 1954. 


The FriaMiNnic form and formulation, described in detail on the 
following pages, have proved remarkably effective as an oral decongestant. 
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In the common cold, nasal allergies, sinusitis, and 
postnasal drip, one timed-release Triaminic tablet 
brings welcome relief of symptoms in minutes. 
Running noses stop running, clogged noses open— 
and stay open for 6 to 8 hours. The patient can 
breathe again. 

With topical decongestants, “unfortunately, the 
period of decongestion is often followed by a phase 
of secondary reaction during which the congestion 
may be equal to, if not greater than, the original 
condition. .. .’’* The patient then must reapply the 
medication and the vicious cycle is repeated result- 
ing in local overtreatment, pathological changes in 
nasal mucosa, and frequently “nose drop addiction.” 

Triaminic does not cause secondary congestion, 
eliminates local overtreatment and consequent 


nasal pathology. 
*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release” tablet contains: 


Phenylpropanolamine for effective : 
hydrochloride ..... 50 mg. decongestant action 
two antihistamines 
Pyrilamine maleate. .25 mg. to combat allergic 
Pheniramine maleate. 25 mg. 


Dosage: 1 tablet in the morning, afternoon, and in the 
evening if needed. 


Triamin 


€, and open stuffed noses orally 


congestion orally 


Each double-dose ‘‘timed-release”’ 
tablet keeps nasal passages clear 
for 6 to 8 hours—provides “‘around- 
the-clock’’ freedom from congestion 
on just three tablets a day 


first —the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then —the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


"timed-release”’ 
tablets 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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congestion orally 


plus control cough spasm 


& decongestant Triaminicol is more than a cough syrup. First, because 
it contains Triaminic, it decongests nasal passages, 
and exerts its action on all mucous membranes of the 

» expectorant respiratory tract—working at the source of cough. 
Then, Triaminicol provides Dormethan, non-narcotic 
antitussive that acts directly on the cough reflex. 


d anti-allergic Fully as effective as codeine, Dormethan is less likely 
to produce drowsiness or nausea. Its classic expecto- 
rant component, ammonium chloride, is well known for 
its ability to liquefy mucus and aid in the expulsion of 
exudates from the lungs and trachea. 


Each 5 ml. teaspoonful provides: 

Phenylpropanolamine hydrochloride . .12.5 mg. 

6.25 mg. 

Pheniramine maleate ............... 6.25 mg. 

in a delicious, fruit-flavored, non-alcoholic vehicle. 

*brand of dextromethorphan hydrobromide 

ope Adults—2 teaspoonfuls 3 or 4 times 
aily. 

Children 6 to 12 years—1 teaspoonful 3 or 4 

times daily. 

Under 6 years—dosage in proportion. 


Non- narcotic antitussive 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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Tussaminic is non-narcotic—the patient 
simply swallows one timed-release “‘double- 
dose’”’ tablet before breakfast to work 
cough-free all day. Another tablet before 
dinner lets him relax cough-free all evening. 
A final tablet at bedtime lets him sleep 
cough-free all night. Thus, cough relief is 
measured in hours, not minutes. 


Tussaminic is not only valuable for the 
patient with a coughing cold, but also for 
the habitual morning hacker. And due to its 
Triaminic component, associated bronchial 
and nasal congestion frequently clears. 


Each “‘double-dose” tablet contains: 


Phenylpropanolamine hydrochloride... 50 mg. 


Pheniramine maleate..............-.. 25 mg. 


*brand of dextromethorphan hydrobromide 
Dosage: 1 Tussaminic tablet before breakfast, 
dinner and at bedtime. 


coughing for hours 


with tablet 


Tussaminic ‘“‘timed-release’’ tablets 

provide prolonged cough relief. Each 

tablet contains two full doses of long- 

lasting antitussive, expectorant, anti- 

allergic and decongestant components. 
first—the outer layer dissolves 


within minutes to produce 
3 to 4 hours of relief 


then —the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Non-narcotic antitussive decongestant 


SMITH-DORSEY « a division of The Wander Company e Lincoln, Nebraska « Peterborough, Canada 
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Congestion and associated discomforts of the common cold 
can now be treated orally with a single preparation — 
Triaminicin. Containing effective amounts of Triaminic for 
rapid clearing of the bronchial and nasal passages, 
Triaminicin also provides aspirin, phenacetin and caffeine 
to control headaches and fever. Triaminicin Tablets are 
buffered. 

In addition, Triaminicin contains vitamin C to help raise 
resistance!?.3 to wintertime respiratory conditions. 


1. Macleod, G., and — H. C., in Handbook of Nutrition, ed. 2, New York, The 
Blakiston Company, 1951, p. 254. 
Brody, H. D.: J. Am. | Dietet. A. 29:588, 1953. 

3. Franz, W L., and Heyl, H. L.: J.A.M.A, 162 :1224, 1956. 


Each buffered Triaminicin 
Tablet contains: 
Phenylpropanolamine 
hydrochloride 
Pyrilamine maleate 
Pheniramine maleate 
Aspirin (3% gr.)... 
Phenacetin ...(2% gr.)... 


Aluminum hydroxide 
(dried gel) 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 


Journat A.O.A. 
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25 mg. 
12.5 mg. 
12.5 mg. 
225 mg. 
150 mg. 
Caffeine ......(% gr.)... 30mg. 
Ascorbic acid ............ 50mg. 
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With one unique preparation, you can now provide dramatic 
relief from respiratory congestion, and at the same time pro- 
tect the patient from secondary bacterial infection. Through 
the action of Triaminic, its oral decongestant component, 
nasal patency is often effected within minutes of the first 
dose; breathing is easy again. 


When bacterial invasion threatens, Trisulfaminic offers the 
wide-spectrum protection of triple sulfas. It is particularly 
valuable for the “almost well” patient recovering from en- 
demic or epidemic infleunza, and the patient prone to “linger- 
ing” or recurrent colds. And in purulent rhinitis, sinusitis 
and tonsillitis, Trisulfaminic offers a more realistic approach 
to the total treatment of the patient. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 


congestion 


acterial invaders 


Each tablet or 5 ml. tsp. contains: 

Triaminic . ... . . 25mg. 
(Phenylpropanolamine 
hydrochloride 12.5 mg., 
Pyrilamine maleate 6.25 mg., 
Pheniramine maleate 6.25 mg.) 

Trisulfapyrimidines U.s.P.....0.6 Gm. 


Dosage: Adults—2 to 4 tablets* 
initially, followed by 2 tablets 
every 4 to 6 hours until the patient 
has been afebrile for 3 days. 
Children—8 to 12 years— 2 tab- 
lets initially followed by 1 tablet 
every 6 hours. Younger children 
in proportion. 

*Each 5 ml. tsp. of Suspension 

equals 1 tablet. 


TRIAMINIC® WITH TRIPLE SULFAS 


first thought for high b.p.* 


Bonart shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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VITAMIN 
B COMPLEX 


INSPECTOR OF 
BLOOD CELLS 


The preferred hematinic with PEPTONIZED iron 


Peptonized iron is virtually predigested. It is Each fluidounce contains: 


absorbed as well as ferrous sulfate, and is one- Iron peptonized ... . . . 420 
(Equiv. in elemental iron to 71 m 


tenth as irritating to the gastric mucosa. Manganese citrate, soluble - 158 mg. 
Anemias refractory to other forms of iron will | | me. 

Vitamin B,, Activity .. . 20 mcg. 


often respond promptly to Livitamin therapy. (derived from Cobslamin cone.) 
The Livitamin formula, containing the B _—icotinamide 


complex, provides integrated therapy to cor- ee 5 me. 
rect the blood picture, and to improve appetite Rice bran "eer ah Gm. 
and digestion. om 


The S.E. MASSENGILL Company sew vorx «Kansas citys SAN FRANCISCO 
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For predictable therapeutic advantages... 


focus on peptonized iron Pe 


Current studies* show peptonized iron— 


More rapid response in 
iron-deficient anemias. 


Free from tendencies to disturb 
digestion. (One-tenth as irritating 
to the gastric mucosa as 

ferrous sulfate.) 

Non-astringent. 

Absorbed as well as ferrous sulfate. 


One-third as toxic as ferrous sulfate. 
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Currently, mailings will be 
*Keith, J.H.: Utilization and Toxicity of Peptonized Iron forwarded only at your request. 
and Ferrous Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., Write for samples and litera- 
1957). 
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stops nausea 
and vomiting 


from virtually any 


cause 


New: Multiple dose vials 
for immediate effect—always 


carry one in your bag 


Also available: Tablets, 
Ampuls, Spansule® sustained 
release capsules, Syrup and 


Suppositories 
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Compazine 


the specific for nausea and vomiting 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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90-Proof Norm needs some vitamin reform 


Business means keeping up your contacts, doesn’t it? (Bartender!) 
Forget food, man—this deal (and every deal) is HOT! (Bartend- 
er!) Norm likes one for the road, too—though the road leads 
straight to avitaminosis. And a need for DAYALETS, with ten 
important vitamins in each Filmtab. Bottles of 50, 100 and 250. 


="Dayalets 


(ABBOTT’S MULTIPLE VITAMIN TABLETS) 


And with minerals: DAYALETS®-M ... 10 vitamins, 9 minerals! 


10 important vitamins 
in each tiny Dayalet: 


3 mg. (10,000 units) 
cs 25 mcg. (1,000 units) 
Thiamine Mononitrate................ 5 mg. 
Pyridoxine Hydrochloride............. 2 mg. 
Vitamin Bx (as cobalamin concentrate). 2 mcg. 
Calcium Pantothenate................ 5 mg 


®Filmtab—Film-sealed tablets, Abbott; pat. applied for. 
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in asthm a when emotional stress is a complicating factor 


3 


‘Thorazine’ by injection (ampuls or multiple dose vials) often 
provides immediate relief from severe attacks. 


‘Thorazine’ Spansulet capsules q12h provide sustained, 
24-hour protection against emotional stress that can precipitate attacks. 


‘Thorazine’, in any dosage form, promotes sound sleep 
without respiratory depression. 


THORAZINE% one of the fundamental drugs in medicine 


chlorpromazine, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 1 
*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S:K.F. 
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THE FIRST SPECIFIC 


inactivates the causative allergen 


NEUTRALIZES 
PENICILLIN 


le acts within an hour, lasts up to a week'-? 

@ one injection usually sufficient in cases seen early*:* 

itching abates promptly® 

| @ most reactions clear in 12 to 96 hours* 

| @ well tolerated’:? 

| @ may be lifesaving in certain anaphylactic reaction cases.*:>+ 

t“For this reason, and from these studies, penicillinase 


[NeuTRAPEN] should be kept on hand in every doctor’s office 
or hospital where penicillin is administered.”* 


CLINICAL EXPERIENCE WITH NEUTRAPEN 


*The poor or delayed re- 
Number |Reaction| Most Poor* | sponses occurred when 
Investigator of Cleared| Cases |Response| NEUTRAPEN was given 
Patients Cleared in weeks or months after 

onset of allergic symp- 
toms. There was some 


Zimmerman? 52 45 12-96 hrs. 7 question in these cases 
concerning whether pen- 
Becker4.5 46 42 |24-72 hrs. 4 icillin was the causative 


agent (one case was 
definitely diagnosed as 
a food allergy). In all 
cases where NEUTRAPEN 
was given promptly, a 
good response was seen. 


Minno & Davis¢ 42 42 | 24-72 hrs. 0 


Totals 140 129 11 


The new purified injectable penicillinase, NEUTRAPEN, aborts 
penicillin reactions. An enzyme, it catalyzes the hydrolysis of 
penicillin to penicilloic acid, which is nonallergenic. Current 
therapy — antihistamines, ACTH or steroids—treats effects. 
NEUTRAPEN counteracts the cause by neutralizing the penicillin 
itself, thereby offering a new concept of treatment and the 
promise of safer penicillin therapy. 


penicillin levels at zero 4 to 7 days':? The action of Neutraren is 
specific, rapid and long-lasting. Its effect in inactivating circu- 
lating penicillin has been shown to occur within an hour after 
injection, and to continue for four to seven days.'’? In a study 
of the action of NeuTRAPEN on penicillin blood levels in 20 
subjects, a single injection kept penicillin blood levels at zero 
for up to a week even in those subjects who continued to 
receive two injections of penicillin a day.' 


“highly effective’? Neutraren effected prompt and complete 
clearing of reactions in 45 of 52 cases reported by Zimmerman.’ 
When given in the first month, one injection of NEUTRAPEN 
usually cleared the reaction in 12 to 96 hours. Becker*’* noted 
complete clearing of urticaria and angioedema within 24 to 
72 hours in 42 of his 46 patients. The absence of relapses was 
termed “a major clinical achievement....”* Minno and Davis* 
were “,..impressed with the prompt relief of itching which 
was noted in nearly every case....” Of their 42 cases studied at 
the U.S. Naval Hospital, Great Lakes, 15 were ambulatory and 
asymptomatic in 24 hours, 13 were ambulatory and/or asymp- 
tomatic in 48 hours, 1 asymptomatic in 72 hours, and 13 asymp- 
tomatic in four to six days—complete clearing in all 42 eases. 


well tolerated’-’ On the basis of pharmacologic studies, Chen 
and his co-workers? found NeutraPEN to be “... virtually non- 
toxic, even at dose levels several hundred times the minimum 
effective dose.” Clinically, NEuTRAPEN has been shown to be 
well tolerated when used intramuscularly.* 
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PENICILLIN REACTIONS 


(Penicillinase Injectable,* SchenLabs) 


tmay be lifesaving In the acute anaphylactic reactions which 
cause patients to expire within minutes, NEUTRAPEN would not 
have time to be effective, but it may be lifesaving in anaphy- 
lactic reactions that sometimes occur within an hour or several 
hours after injection of penicillin.** In such cases, Becker 
states, NEUTRAPEN “...may be of great benefit, and may be 
given intravenously as well as intramuscularly. With rapid 
inactivation of the offending antigen followed by supportive 
therapy consisting of pressor agents and other means to control 
the shock, it is felt that many or all of these patients could be 
salvaged. For this reason, and from these studies, penicillinase 
[NeuTRAPEN] should be kept on hand in every doctor’s office 
or hospital where penicillin is administered.”* 


adjunctive therapy Antihistamines and, when indicated, ACTH 
or steroids may be used with NeutraPen. Such adjuvant ther- 
apy, while not essential in mild to moderate reactions or those 
treated soon after they appear, may be needed in severe or 
long-standing reactions. NEUTRAPEN inactivates the penicillin 
allergen, but it does not act directly on the pre-existing allergic 
lesion. 


indications 
Therapeutic: NEUTRAPEN is indicated in all cases of penicillin re- 
action except the immediate type of anaphylactic reaction. 


Prophylactic: When drugs and vaccines (notably poliomyelitis vac- 
cine) which contain small amounts of penicillin are given, it is 
recommended that NeuTRAPEN be administered concurrently to those 
patients (1) who are known to be sensitive to penicillin, and (2) who 
have a history of allergy, since the incidence of penicillin reactions 
is far higher and apt to be more severe in this group. 


Differential Diagnosis: In summarizing his experiences with 
NEUTRAPEN, Zimmerman suggests that its “...response may be con- 
sidered a useful tool in the differential diagnosis of eruptions where 
penicillin is only one of several possible inciting allergens. This 
has legal, as well as medical, application.”* 


dosage and administration Neutraren, 800,000 units I. M., injected as 
soon as possible after signs and symptoms of penicillin reaction 
appear. If necessary, dosage may be repeated at 3-day to 4-day inter- 
vals. A third dose is rarely required. In anaphylactic reactions 
800,000 units should be given intravenously as soon as possible and 
immediately followed by 800,000 units intramuscularly. 


contraindications and side effects There are no specific contraindications 
to NEUTRAPEN. Some soreness at the site of injection, which may be 
accompanied by erythema and local edema, may be noted in some 
patients, but it is transient and of no serious consequence. The 
intravenous use of penicillinase has been reported to cause chills 
and fever in some cases. NEUTRAPEN should not be given concurrently 
with the therapeutic administration of penicillin because it would 
destroy the penicillin. 


supplied Neutraren is supplied in single-dose vials containing 800,000 
units of purified injectable penicillinase as lyophilized powder. For 
use, NEUTRAPEN must be reconstituted with 2 cc. of sterile distilled 
water. This gives an isotonic solution, ready for injection. NEUTRAPEN 
is stable at room temperature in the dry state, hence may be kept in 
the physician’s bag for routine or emergency use. After reconstitu- 
tion, NEUTRAPEN must be refrigerated and will retain its potency 
for one week. 


references: (1) Becker, R. M.: Stow England J. Med. 254 :952, 1956. (2) Chen, J. Y P; 
Bard, J. W., and Balsito, A. A.: ibi Symposium, Oct. 3, 1957. In press. (3) Zim- 
merman, M. C.: Antibiotics Posner Oct. 3, 1957. Pe press. (4) Becker, R. M.: 106th 
Ann. Meet., A.M.A., New York, N. Y¥., June 5, 1957. (5) Becker, R. M.: Antibiotics 
Symposium, Oct. 3, 1957. In press. (6) remy A. M.. and Davis, G. M.: J.A.M.A. 
165:222, 1957. (7) Davis, G. M.: Di Symposium, Oct. 3, 1957. 


NEUTRAPEN® IS A REGISTERED TRADEMARK OF SCHENLABS PHARMACEUTICALS, INC. 
* PATENTS PENDING. so2s8 


nee 
= 
® 
ts 
at 
r 
) 


the 
atonic 
the aged patient 
appears 


valuable 
[deal for pregnant and postoperative patients, | 
| , and for drug-induced colonic stasis. | 
STANDARD LABORATORIES, INC 


lit 


Morris Plains, N 


| 
: 
| 
{ 
» 
} 
] 
“ 
| 
: 
| 
‘ 
‘ 


“Since we put himon NEOHYDRIWN he’s been 


able to stay on the job without interruption?’ 


oral 


ie NE OHYDRIN 


BRAND OF CHLORMERODRIN 


24687 


Journat A.O.A. 


— 
= 
4 
“¢ 


February 1958 Vol. 57, No. 6 


METABOLIC 


response to surgical 


STRESS 


Detection and management* 


JOSEPH P. FRESOLONE. B.S., D.O. 
Philadelphia, Pennsylvania 


D URING THE Past 20 years, it has been pos- 
sible to recognize in some detail a variety of endocrine 
alterations with associated metabolic changes which are 
characteristic of surgical convalescence. Surgical con- 
valescence is a bodily adjustment to a new set of ex- 
ternal and internal circumstances. The changes of con- 
valescent endocrinology and the metabolism of trauma 
are indissolubly linked. The two occur together 
and are best described together as a basis for the un- 
derstanding of normal convalescence and, through this, 
the abnormal.! Knowledge of normal physiology and 
metabolism of surgery is essential to the interpretation, 
recognition, and treatment of abnormal physiologic and 
metabolic changes. It is the purpose of this paper to 
outline the underlying principles which should guide 
daily surgical care according to the chronologic se- 
quence of the convalescence. 


I. Normal metabolic consequences 
of trauma 


Moore’s “scale of ten” is heipful in evaluating the 
extent of trauma.? In general, the greater the magni- 
tude and duration of the trauma, the greater will be the 
depth and the duration of the response. A third degree 
burn of 25 per cent or more of body surface is con- 
sidered at scale 10. Major gastrointestinal anastomotic 

*This paper was submitted to the faculty of the Philadelphia College 


of Osteopathy in partial fulfillment of the requirements for the degree of 
Master of Science. 
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surgery is considered 5. Appendectomy, herniorrhaphy, 
or uncomplicated cholecystectomy are scale 3. Minor 
injuries are scale 1. Crush wounds of the chest, multi- 
ple or compound fractures, or penetrating wounds of 
the chest or abdomen may be scale 7, 8, or 9. Nephrec- 
tomy, lobectomy, or prostatectomy are in the range of 
scale 4, 5, or 6 

Moore’ has divided normal surgical convalescence 
into four stages. He has appropriately given names to 
these four stages which describe the underlying meta- 
bolic events responsible for the clinical reflections. 
These stages are: 

1. Adrenergic-corticoid phase 

2. Corticoid withdrawal phase 

3. Spontaneous anabolic phase 

4. Fat gain or late convalescence phase. 


Adrenergic-corticoid phase 


This first phase normally extends from 1 to 3 days 
after surgery. 
Endocrinologic events.— 


1. Adrenal medulla: There is an increase in ad- 
renal medullary activity preoperatively as evident in 
the rise in pulse rate and blood pressure with narrow- 
ing of the pulse pressure, constriction of skin vessels, 
excessive sweating, and a rise in blood glucose. These 
signs are most marked if the patient is in severe pain, 
is very apprehensive, or approaches clinical shock due 
to reduced blood volume; they are quite minimal in the 
absence of any of these circumstances. 

2. Adrenal cortex: Upon injury secretion of 
ACTH is immediately increased, and there is a conse- 
quent increase in adrenal steroid hormone secretion. 
This response is first reflected in the eosinophil count, 
which drops to zero and remains there for 2 to 5 days, 
and then in the urinary excretion of the degradation 
products of these hormones. The urinary excretion of 
1l-oxysteroid corticoids is increased normally after 
surgical trauma, and the increase persists for 1 to 6 
days.’ The 17-ketosteroid excretion increases only ir- 
regularly early after trauma. There is a prompt rise in 
17-hydroxycorticosteroids in plasma.**® The first phase 
would seem to emphasize the abrupt increase from rest- 
ing secretions of sodium, water-retaining hormones 
(desoxycorticosterone and aldosterone), and antiana- 
bolic hormones (hydrocortisone, cortisone, and com- 
pound S). Later these secretions decrease and anabolic 
hormones increase as the next phase is entered. 

3. Antidiuresis: Following trauma there is prompt 
antidiuresis which in all probability is caused by in- 
creased secretion of antidiuretic hormone by the pos- 
terior pituitary. It seems that this response is a part of 
the broad picture of endocrine activation by the hypo- 
thalamus.® 

4. Thyroid: Increase in secretion of thyroxin by 
the thyroid gland seems a part of the metabolic conse- 
quence of trauma. This response is due to increased 
pituitary output of thyrotropic hormone, with oxygen 
consumption being elevated in direct proportion to the 
severity of the injury. The level of oxygen consump- 
tion returns to normal when wound healing is complete. 
Normal serum PBI (protein bound iodine) levels and 
normal uptake of I**! by the thyroid gland have been 
observed by several investigators.*7 Although thyroxin 
is being formed at an increased rate by the gland, it is 
utilized in the tissues in increased amounts, resulting in 
little net change in serum concentrations of thyroxin. 
Urinary excretion of iodine increases after trauma, 
suggesting that metabolism of iodine and presumably 
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of thyroxin is altered by injury. It is certain that a 
normal thyroid is essential for a normal trauma re- 
sponse; patients with hypothyroidism are notoriously 
intolerant to surgical trauma unless they have been 
rendered euthyroid. In severe trauma thyroid over- 
activity is slow to begin, but persists at least through 
the anabolic phase of convalescence. It would appear 
that an increased level of metabolism generally would 
be helpful in enabling the patient to withstand trauma 
successfully. 

5. Gonads. Gonadal function is decreased after in- 
jury. In the female, amenorrhea occurs after extensive 
surgery, and there is often a male type of hair growth 
observed in women who have extensive injury. 

Water and electrolytic changes.— 

1. Body water: Total body water volume changes 
little unless exogenous administration is greater or less 
than is necessary to maintain zero balance. Oliguria of 
500 to 700 ml. is the rule, the urine volume rising in 
the next few days to 1,000 to 1,500 ml. This decrease 
in urine volume is a favorable sign and a guide to the 
recognition of a good response. Forcing larger volumes 
tends to alter unfavorably the normal metabolic picture. 

2. Sodium: Renal sodium excretion drops to zero 
or low levels of 5 to 20 mEq.,! and the sweat excretion 
of sodium falls. Sodium concentration in serum falls, 
the hyponatremia being in direct proportion to the mag- 
nitude of the trauma. This is a favorable sign if there 
are no extrarenal losses or cardiac or renal disease ; 
this balance should not be tampered with therapeutical- 
ly. It occurs despite marked sodium conservation and 
increased potassium excretion. This positive sodium 
balance continues for about 3 days. 

3. Potassium: Excretion varies from 70 to 150 
mEq. on the first postsurgical day, depending on the 
magnitude of trauma. On the second and third days 
the excretion of potassium gradually falls to 30 or 40 
mEq. The serum potassium concentration does not 
change. Sweat excretion of potassium increases during 
this phase. 

4. Chloride: Chloride in general follows the uri- 
nary and perspiratory pattern of sodium, but no note- 
worthy changes occur. 

5. Bicarbonate: Bicarbonate concentrations may 
decrease slightly. 

Body Weight, nitrogen and calories.— 

1. Body weight: An abrupt weight loss occurs. 
This loss suggests rapid oxidation and utilization of 
body fat because it is out of proportion to the negative 
nitrogen balance and body water changes. 

2. Nitrogen: Because of the absence of intake 
and increased rate of urinary nitrogen excretion, a 
negative nitrogen balance exists. The increased nitro- 
gen excretion rate is in direct proportion to the magni- 
tude of trauma, amounting to 12 to 15 grams of nitro- 
gen with extensive trauma and as little as 5 grams with 
moderate trauma. The nitrogen loss can be assumed to 
be derived from intracellular protein because there is 
no intake. The rate of excretion decreases progressively 
in approximately 3 to 5 days of stage 1. This negative 
balance cannot be converted to a positive balance in 
this stage, regardless of food intake or administration 
of parenteral amino acids, because excretion rates rise 
further. The negative nitrogen balance at this time is 
part of a good response, and nothing should be done to 
alter it. 

3. Calories: Caloric intake is low, being supplied 
usually by parenteral glucose in amounts of 150 to 500 
calories daily. It is highly improbable that the body can 
utilize greater caloric intake at this stage. 
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Clinical reflections.— 

Apathy with no interest in surroundings is charac- 
teristic. The patient is reluctant to move about in bed, 
Rectal temperature is normally elevated slightly for 
about 72 hours. Reflections of adrenal medullary ac- 
tion may persist a few hours postoperatively as mild 
tachycardia, sweating, and increased blood pressure 
levels. The patient has no interest in food. Peristalsis 
is audible for 12 to 24 hours, then disappears. The 
listless attitude continues for 2 to 5 days, its duration 
depending on the magnitude of trauma. Pain alters the 
clinical picture as the patient wants attention to the 
alleviation of the pain. 

On the first day, urine volume is only about 500 
ml., but it increases to 1,000 to 1,500 ml. in the next 2 
days. Peristalsis reappears, and expulsion of flatus per 
rectum on the second to the fourth postsurgical day 
helps to identify the end of stage 1. 

The primarily sutured wound has little tensile 
strength. The accumulation of leukocytes and extracel- 
lular fluid containing the compounds found in plasma 
characterizes this period. The wound gains strength 
each day, if no dead tissue and virulent organisms are 
present. This process occurs by the conversion of pro- 
tein precursors into the intercellular structure of col- 
lagen. A requisite for this reaction to occur is vita- 
min C. 


Corticoid withdrawal phase 


This second phase occurs approximately 4 to 8 
days postoperatively. 

Endocrinologic events.— 

1. Adrenal medulla: In this phase and phases to 
follow, adrenal medullary activity is insignificant. 

2. Adrenal cortex: This phase follows the first 
phase on the fourth day and lasts 2 to 3 days. Cortical 
activity declines ; this is suggested by the rise of eosino- 
phil count, fall of blood glucose level, and diuresis of 
water and sodium. The latter also suggests a diminution 
in posterior pituitary output of antidiuretic hormone. 

3. Gonads: No appreciable change of gonadal 
function is recognized in this phase. 

Water and electrolyte changes.— 

1. Body water: A decline becomes apparent about 
the fourth day, the degree depending somewhat upon 
the degree of overhydration or underhydration during 
the first stage. If 24-hour urine volumes are being 
measured, water diuresis can be readily detected about 
the fourth or fifth day, and an abrupt weight loss can 
be seen. 

2. Sodium: Increased secretion of sodium also oc- 
curs which is greater than the amount of sodium that 
may have been administered, being in direct ratio to 
the amount of sodium retained in stage 1. The net loss 
is small, if excessive sodium has not been administered. 

3. Potassium: Excretion rates of urinary potas- 
sium decline sharply about the fourth postoperative 
day to 5 to 20 mEq. as potassium is loaded, and a 
marked positive potassium balance results. Positive 
nitrogen balance and nitrogen loading are slower to 
occur. In the first stage, potassium was lost in rela- 
tively greater amounts than the intracellular potassium- 
nitrogen ratio; in this second stage it is retained in 
relatively greater amounts. Potassium excretion in- 
creases in 2 or 3 days as potassium intake is increased 
by diet. This puts the patient in a weakly positive 
potassium balance as the anabolic stage begins. 

4. Chloride and bicarbonate show no significant 
changes. 
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Body Weight, nitrogen, and calories.— 

1. Body weight: Weight loss continues, but rapid 
oxidation of fat has slowed and the weight decline is 
accounted for by body water and lean tissue changes. 

2. Nitrogen: Excretion rates of nitrogen fall pro- 
gressively, gradually reaching zero balance, even though 
nitrogen is given in amino acid solutions or in the diet. 
This decrease reflects the decline in catabolic intracel- 
lular protein destruction, and indicates metabolic prep- 
aration to begin anabolic processes and load nitrogen. 
At this point the anabolic nitrogen loading processes 
will not begin unless calories and nitrogen are sup- 
plied.*° Well directed parenteral therapy may be help- 
ful in initiating the next stage. The drop in nitrogen 
excretion may be from 15 to only 5 grams in 2 days 
during this stage. 

3. Calories: As the patient displays food interest, 
caloric intake normally increases progressively. 

Clinical reflections.— 

Food interest increases on the fourth or fifth day. 
At this point the patient desires to talk to family and 
friends, and physical activity is increased of his own 
volition. However, he finds that he has no staying 
power and is not able to do things as he had anticipated. 
Post-traumatic diuresis occurs, and body weight de- 
clines further as a consequence. 


Anabolic phase 


The third phase includes approximately the eighth 
to fourteenth days postoperatively. 

Endocrinologic events.— 

1. Adrenals: Antianabolic hormones are at a rest- 
ing level as evidenced by the normal eosinophil count. 
The 17-ketosteroid excretion is usually low, which is 
peculiar and unexplained, since the anabolic phase is 
associated with nitrogen loading. Adrenal androgens, 
and other adrenal anabolic endocrine forces of unknown 
origin, may be secreted in amounts which are above 
normal. 

2. Thyroid: Thyroxin continues to be secreted in 
amounts above normal. 

3. All other endocrine glands appear to return to 
presurgical resting levels. 

Water and electrolyte changes.— 

_ 1. Body water: Total body water increases fairly 
proportionately to the lean tissue being synthesized, 
which is 75 per cent water. An average diet is being 
ingested by the patient. 

2. Sodium: Excretion and ingestion of sodium 
are about equal ; therefore the patient is in zero balance. 

3. Potassium: Potassium balance is just positive, 
and potassium loading is in the normal intracellular 
ratio to nitrogen of 2.5 mEq. of potassium per gram 
of nitrogen. 

Urine and serum electrolyte concentrations are 
normal. 

Body weight, nitrogen, and calories.— 

1. Body weight: Weight gain begins and is pro- 
portional to the positive nitrogen balance and unrelated 
to fat gain, which is minimal. 

2. Nitrogen: A stronger positive nitrogen balance 
occurs, and nitrogen loading is characteristic. This 
positive balance cannot be forced; it requires a bal- 
anced diet with emphasis on protein and vitamins. It is 
important that calories be supplied in adequate amounts. 

3. Calories: Adequate protein synthesis will pro- 
ceed if 2,000 to 3,000 calories daily are provided in an 
approximate metabolic mixture of carbohydrate 50 per 
cent, protein 28 per cent, and fat 22 per cent.® 
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Clinical reflections.— 

The patient has real hunger on the sixth to eighth 
days, and desires a full diet. He is quite active and 
finds that he can tolerate the increased activity. Sexual 
functions begin to return. Menstruation is in abeyance, 
but may begin toward the end of this stage. Urine 
volume is normal. 

In the wound, tensile strength continues even in 
presence of negative nitrogen balance. This is a result 
of fibroblastic activity and the formation of intercellular 
collagen. The wound at 7 days is a thin line appearing 
much as it did when originally sutured; at 5 to 7 
weeks it is a red, raised, thickened cicatrix. 


Fat gain or late convalescent phase 


This phase extends from about 10 days postopera- 
tively through the weeks or months until recovery is 
complete. 

Endocrinologic events.— 

The hormonal metabolic stimulus to fat gain and 
storage is unknown. Excretion of 17-ketosteroids grad- 
ually rises, and eosinophil counts remain normal. In 
the female, the male type of hair growth characteristic 
of the catabolic phase disappears, and normal physical 
appearance returns, along with normal menses. 

Water and electrolyte changes.— 

The total body water remains unchanged, and 
weight gain is attributable to fat. 

Body weight, nitrogen, and calories.— 

1. Body weight increases progressively and is di- 
rectly related to fat gain. 

2. Nitrogen is at zero balance. 

3. A high caloric intake is necessary to permit 
steady fat gain. If the patient returns to hard work, 
his caloric intake must be increased still further. 

Clinical reflections.— 

The strength of the patient increases, but there is 
ease of fatigue for a few weeks before a full return of 
bodily vigor and of sexual function. 

During nitrogen anabolism, the wound becomes a 
red, raised cicatrix, often somewhat sensitive to the 
touch. As the patient passes into the later phase of 
convalescence, the wound gradually broadens, softens, 
turns white, and may become concave or wrinkled. The 
fine suture marks often are obliterated*completely. 

This completes the normal metabolic and clinical 
events initiated by surgery. If this metabolic sequence 
of surgical convalescence is kept in mind, an abnormal 
response can be anticipated, identified, and appropriate- 
ly dealt with, both prophylactically and therapeutically. 


Recognition of patients 
unable to undergo normal metabolic 
response to surgical stress 


The preoperative evaluation of a patient to predict 
his metabolic response to the contemplated procedure 
can be surprisingly accurate. There are a number of 
sources for this information: personal history, physical 
examination, and biochemical studies. The studies are 
relatively simple, and, when properly interpreted, they 
provide help in the detection of a patient likely to have 
an abnormal response. Laboratory findings cannot be 
substituted for diagnostic acumen and a trained mind ; 
rather, they sharpen and enhance clinical judgment. 

The importance of recognizing abnormal condi- 
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tions cannot be overestimated, since the success of 
treatment for abnormal response is in direct ratio to 
how early therapy is begun. 


General considerations 


Nutritional state.— 

It is important to make inquiry concerning the nu- 
tritional state for the year or years prior to illness. A 
malnourished patient may manifest the “depletion re- 
sponse” described in the third section of this paper. 
He is susceptible to infection because of inadequate 
antibody formation, to shock, and to wound dehiscence. 
Gastrointestinal motility may be slowed, and surgical 
convalescence more “sensitive.” Preoperative replace- 
ment with protein, carbohydrates, fat, nitrogen, water, 
and electrolytes should be begun as soon as possible. 
Basal calories must be provided from food, so as to 
spare body tissues. Tissue synthesis requires the pres- 
ence of energy as calories, as well as of the essential 
amino acids.’° Administration of proteins along with 
carbohydrates and fats places the patient in a better 
position to initiate a good surgical convalescence when 
he is in zero or positive nitrogen balance preoperatively. 

It is also important to determine body weight pre- 
operatively for comparison each day after operation, 
since an unusual degree of weight loss over the first 72 
hours (6 to 8 kg.) would suggest an abnormal response 
to surgery. 

Mental state.— 

In the elderly, history of transient mental confu- 
sion, hallucination, or acute personality change is of 
extreme importance since such symptoms occur early in 
dehydration. When these symptoms appear in a pre- 
viously keenly alert oldster, the interpretation suggests 
metabolic abnormality. Often mental symptoms are the 
only manifestations during the first several days of sig- 
nificant metabolic deviation. 

Whether the patient is apathetic, dull, lethargic, 
tense, alarmed, or frightened is also significant in the 
light of the metabolic response to trauma. 

Respiratory function.— 

An attempt at clinical estimation of pulmonary re- 
serve and pulmonary function should be made. This is 
very important in the aged. An attempt should be 
made to elicit any signs and symptoms of pulmonary 
emphysema. A simple breath-holding test is helpful: 
the normal average time breath can be held is about 40 
seconds ; less may indicate a decrease in pulmonary re- 
serve. If the patient can hold his breath for only a few 
seconds, it may be because of compensated acidosis de- 
compensated promptly by breath holding. 

Tests for vital capacity and/or maximum breath- 
ing capacity may provide evidence of obstructive pul- 
monary emphysema and allow the surgeon to predict 
how satisfactorily the patient can compensate changes 
in hydrogen ion concentration. 

Thoughtful and careful observation of the respira- 
tory pattern and the rate and depth of respiration is 
very useful. In states of alkalosis there is a shallow, 
perhaps slightly irregular type of breathing with an in- 
crease in rate. The increase in pH inhibits pulmonary 
ventilation, decreasing carbon dioxide excretion as a 
compensatory measure. In states of acidosis of body 
fluids the respiratory pattern is one of an increase in 
both the depth and rate, increasing carbon dioxide ex- 
cretions ; the depth is much more important than the 
rate. By observing respiration for 2 to 3 minutes much 
early information regarding the state of hydrogen ion 
control is obtainable.*? 
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Water and electrolyte balance 


The severity of dehydration cannot be estimated 
reliably by any laboratory procedure. The use of de- 
tailed laboratory studies is useful and not to be neg- 
lected, but even serial determinations will not provide 
the vital information given by thorough history taking, 
physical examinations, and continued detailed clinical 
observation and re-examination during the course of 
therapy with interpretation by one informed in surgical 
metabolism. 

Thirst.— 

The stimulus to thirst is related to the effective 
osmotic pressure of extracellular water or cellular de- 
hydration rather than total osmotic pressure. Hyper- 
tonicity or increase in concentration of extracellular 
water may be associated with thirst when the extra- 
cellular volume is contracted, as in simple water de- 
privation or lack of intake, as well as when extracellular 
water is expanded and its concentration increased by 
hypertonic solutions. In both instances the intracellular 
volume is contracted or dehydrated. According to the 
osmotic rule, water flows from the area of less concen- 
tration to the area of greater concentration; hence the 
cells lose water and the stimulus to thirst is initiated. 

There are certain pitfalls in assuming that when 
thirst is absent the patient has no need for fluids. If 
there is a history of loss of sodium ion from the body 
in the form of diarrhea, vomiting, sweating, or draining 
fistula, even in the absence of thirst there is basis for 
a diagnosis of sodium depletion. Extensive sweating or 
irrigation by a Miller-Abbott tube with distilled water 
and recovery of large amounts of electrolytes from the 
gastrointestinal tract may result in reduction in plasma 
and extracellular water sufficient to cause a drop in 
blood pressure and tachycardia, without thirst. The 
same is true after simple hemorrhage of 500 ml.; but 
with hemorrhage sufficient to produce shock, thirst is 
unquenchable unless blood volume is restored. Inquiry 
into the presence or absence of thirst is important in 
suspected shock. 

Skin and buccal mucosa.— 

In assessing the state of water balance the skin is 
always observed and its texture and turgor are noted. 
Additional information may be obtained by examining 
the axillae and groin with the back of the hand for the 
presence of moisture. When the body is trying to con- 
serve water, the axillae and groin are dry, indicating 
water losses or a primary water deficit consequent to 
lack of intake. If the axillae and groin are moist, and 
there is a history of loss of water and electrolytes from 
the body, it is safe to assume that the losses tended to 
be of electrolytes rather than water. 

The presence or absence of visible perspiration 
may be helpful in diagnosis. Simply passing the hand 
over any part of the skin in an effort to determine 
whether or not there is moisture present may be very 
informative. In the presence of excessive sweating in 
a hot environment, sodium and water depletions may 
occur, with daily losses amounting to 2,000 to 5,000 ml. 
Such losses increase to a marked degree in fever, shock, 
or trauma.’? After trauma, the sweat glands, nephron- 
like, decrease secretion of potassium (paralleling the 
kidney’s metabolic behavior during surgical convales- 
cence), changing to water and sodium excretion and 
potassium retention in the corticoid withdrawal phase. 

The physician should not be quick to assume a 
negative water balance when he observes a dry, leathery 
tongue. Mouth breathing produces a dehydrated-look- 
ing tongue which is frequently misleading. The mucosa 
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inside the upper and lower lips can be inspected by 
putting a finger in the oral cavity; this is a more re- 
liable method of clinical assessment. If this membrane 
is dry and the finger does not slide easily, the patient 
has a water deficit. 

Vomiting.— 

To identify the probability of an extrarenal re- 
sponse the physician should inquire in detail into the 
the frequency and estimated magnitude of losses. For 
instance, the fact that a patient vomited twenty times 
is far more significant than if he vomited five times. 
Detailed inquiry is necessary into whether it was vomit- 
ing or retching, how the vomitus looked and smelled, 
and how it tasted to the patient. 

Electrocardiograph.— 

Electrocardiograms reflect electrolyte depletions 
and excesses, particularly potassium. A low serum level 
of potassium is reflected electrocardiographically by 
flattening and elongation of T waves and prolongation 
of the Q-T interval. Serial electrocardiograms are diag- 
nostic because comparison of tracings taken an hour 
apart may reveal abnormal serum potassium level. This 
aids in determining whether a multiple electrolyte solu- 
tion should be given. Serial tracings provide prompt 
information without the delay in chemical determina- 
tions. 

Urine volume.— 

Lashmet and Newburgh" demonstrated that un- 
der normal conditions the kidneys excrete from 35 to 
40 grams of solids per day. The minimum volume of 
liquid in which 1 gram of urinary solute can be dis- 
solved is 15 ml. A daily urine output of 500 ml. is 
satisfactory only for patients with normal renal func- 
tion and maximal excretory powers at work. The oblig- 
atory urine volume varies from one patient to another 
and under differing circumstances in the same patient. 
Essentially it depends upon two factors: the concen- 
trating power of the kidney and the load of end prod- 
ucts or solutes seeking excretion. Urinary volume is 
also dependent on the composition of the blood. Body 
water is available for urinary excretion after water 
needs of the lungs, skin, and gastrointestinal tract have 
been met. 

Under most circumstances the urine volume varies 
directly with the amount of solutes excreted in it. Gam- 
ble! showed that a patient given a high carbohydrate, 
low protein, low sodium diet may produce as little as 
200 milliosmols of solutes per 24 hours. After proximal 
tubular treatment the 200 milliosmols are contained in 
about 700 ml. of water and can be excreted, with nor- 
mal renal function; after distal tubular treatment, ex- 
cretion takes place in about 150 ml. of water with a 
specific gravity of 1.035. A mean figure for solutes 
in urine is 600 to 800 milliosmols per liter, or a specific 
gravity of 1.015, requiring 1500 to 2000 ml. of water 
for excretion. Reversible diminution in renal concen- 
trating power is frequently a part of operative shock 
mechanism and very severe illness. 

Daily estimates of solute load and an educated 
guess as to how the patient’s kidneys can manage are 
good ways to anticipate trouble in very sick patients. 
Knowledge of this sort may assuage anxiety regarding 
urinary volumes of 200 to 300 ml., which under certain 
circumstances may be good rather than cause for undue 
concern. In certain situations kidneys can excrete 
enormous quantities of water, but there is certainly a 
maximum obtainable dilution as there is a maximum 
obtainable concentration. Hence, careful inquiry into 
approximate urinary volumes should never be neglected. 


The collection of 24-hour urine volume in a labeled 
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container with preservative is better than the older 
technic of measuring and discarding when studying 
intake and output of urine. When a catheter is in the 
bladder, the collection of 2- to 4-hour specimens with 
calculation of urine flow rates is helpful in close ob- 
servation postoperatively. 

Urinalysis.— 

Simple bedside tests when properly evaluated in 
the light of the particular metabolic state and renal 
function have much usefulness: the urine pH on fresh- 
ly voided specimens, the specific gravity done serially, 
the acetone and glucose test, or quantitative chloride 
determination. Spot checks of quantitative urinary so- 
dium, potassium, and chloride may occasionally be 
needed in seriously ill patients. Spot checks of 24-hour 
nitrogen content of the urine are also helpful. When 
the urinary nitrogen drops from 15 to 5 grams, it is 
certain that the provision of adequate amounts of cal- 
ories and protein is strongly indicated. 


Adrenal function 


For the detection of hypoadrenal response the 
Thorn test and total eosinophil count are helpful.?° The 
procedure most often employed is as follows: eosinophil 
count at 8 a.m., followed by 40 mg. of ACTH intra- 
muscularly, and eosinophil counts taken 2, 4, and pos- 
sibly 6 hours later. Many use only the 4-hour deter- 
mination. An initiallv high eosinophil count or a failure 
to fall by less than 50 per cent suggests adrenal cortical 
insufficiency. It should be remembered that the eosino- 
phil test is a maximal response to minimal stimulus and 
that a good metabolic response is possible even though 
the eosinophil test may be positive. The more abnormal 
it is, the more likely are metabolic deviations to occur. 
At the Philadelphia College of Osteopathy Hospitals 
tests for the ratio of urinary excretions of uric acid and 
creatinine are employed simultanously to help decrease 
the factor of human error. 

Two tests designed to bring out adrenal cortical in- 
sufficiency which may be utilized in or out of a hospital 
are the water loading test'*'* and the cortisone test. 
Only the water loading test will be described, and for 
this the technic and interpretation will be given: 

1. Withhold fluids from 10 p.m. to 7 a.m. 

2. Have patient empty bladder at 7 a.m. 

3. Give 1,500 ml. of tap water between 7 and 7 :30 
a.m. 

4. Collect urine at half-hour intervals in separate 
containers, for 4 hours. 

5. Specific gravity and quantitative urine chloride 
determinations may be done on each specimen utilizing 
the Uclotest tablets. 

Interpretation: A normal peak of diuresis occurs 
in 2 hours. Normally the patient delivers over 50 per 
cent of water load in 4 hours. Failure to deliver 50 per 
cent or more is evidence of adrenal cortical insuffi- 
ciency if other causes for delayed water excretion are 
not present, such as portal cirrhosis or congestive cir- 
culatory failure. The specific gravity normally falls 
from about 1.015 to 1.020, to 1.004 to 1.001. If the 
specific gravity changes little or increases, this also 
suggests that adrenal steroids concerned with reabsorp- 
tion of sodium in the renal tubules are not active. 


Circulatory system 


Pulse.— 
Simple palpation of the pulse still constitutes a 
good clinical guide. The quality of the pulse is more 
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important than the rate. Interpretations of pulse quali- 
ties are as follows: 

1. A thready, not easily compressible pulse is in- 
dicative of a high systolic blood pressure with probably 
a narrow pulse pressure. 


2. An easily felt or full pulse resistant to compres- 
sion indicates a high systolic pressure with a fairly 
wide pulse pressure. 


3. A bounding, easily compressible pulse indicates 
a lowered systolic pressure with a wide pulse pressure 
and is the type of pulse felt in decreased blood volume 
and impending circulatory failure, hypotonic dehydra- 
tion, or hemorrhage. 

4. A thready, easily obliterated pulse signifies a 
drop in both systolic and diastolic pressure and is seen 
during circulatory collapse. 

5. If a bounding, easily compressible pulse be- 
comes imperceptible when the patient sits or stands, or 
when the head of the bed is propped up, he is on the 
verge of circulatory collapse as a result of decreased 
blood pressure. These patients are quite apprehensive 
and frequently restless, as thourh they anticipated the 
impending vascular collapse. They may complain of 
giddiness and actually faint during such testing proce- 
dures. A more sensitive index is comparing the blood 
pressure taken with the patient supine with that taken 
with the patient somewhat elevated. If the blood pres- 
sure falls, though the patient may have no other symp- 
toms with it, this also suggests a contracted plasma 
volume. 


In observing the pulse, the physician must take 
account of the thickness of the skin, sclerosis of the 
vessel wall, the position of the arm, and any pre-exist- 
ing disease. 

Circulation. 

Peripheral hand veins usually empty in an elevated 
position and fill in a dependent position in 3 to 5 sec- 
onds. Patients with sodium depletion and extracellular 
water dehydration with contracted plasma volume may 
show filling in 10 or 12 seconds in a dependent posi- 
tion, or not at all. Conversely, slow emptying of veins 
constitutes one of several reliable guides to states of 
overhydration or expanded extracellular water volume. 
In incipient shock, patients may show this slow filling 
of hand veins for some time before there is a drop in 
blood pressure. 

Occasionally, one may see the rather strange com- 
bination of shock mechanism with falling blood pres- 
sure, rapid, thready pulse, and sweating, but associated 
with full peripheral veins and actually increased venous 
pressure. In this instance, peripheral veins empty slow- 
ly. Precisely what this means is not known, but it con- 
stitutes one indication for consideration of intra-arterial 
transfusion as therapy for shock. 

Plasma volume.— 

The pulse and blood pressure taken as described 
above are very helpful in detecting contracted plasma 
volume along with determining the venous pressure by 
observation of hand or wrist veins. The veins are ob- 
served first in a dependent position, and then the hand 
is gradually elevated. The veins are observed normally 
to collapse in + to 5 seconds after reaching the approxi- 
mate level of the right atrium. If the veins empty slow- 
ly or remain distended when the hand is above this 
level, venous pressure is probably elevated and expan- 
sion of the extracellular fluid volume has occurred. 
When hand veins fail to fill or require more than 5 
seconds to fill while held in a dependent position, a 
contracted plasma volume is indicated. This may occur 
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in incipient shock before there is a significant, sus- 
tained fall in blood pressure. 

Mechanical means for plasma and/or blood volume 
determinations have fast become practical in surgical 
patients. The oldest method of testing plasma volume 
is that of using the small Hellige visual comparator 
with permanent glass standard and determining the 
color difference of serum samples drawn before and 10 
minutes after injection of a known amount of T-1824, 
Evans blue dye.’® Noble and Gregerson?® modified this 
method and showed that reliable results could be had 
in patients who were in shock as well as those in nor- 
mal states. 

Blood volumes may be readily determined by study 
of the erythrocyte mass, using radioactive chromium. 
This method is simple and is easy for repeated deter- 
minations. A diminished blood volume is particularly 
common in the presence of chronic debilitating disease 
or in physiologic aging. 

Shock.— 

The mechanism of shock may be active in the 
presence of a normal blood pressure. To anticipate 
this condition, the information about the following is 
necessary; type of pulse, skin color, warmth of the 
skin, body temperature, presence or absence of sweat- 
ing, appearance of the peripheral veins, and the patient’s 
mental state, plus determination of blood pressure in 
erect and supine positions. These physical signs are 
most significant. In shock, repeated blood pressure 
determinations disclose fluctuating blood pressures. 
Changes in skin temperature from one 15-minute period 
to another may occur. Skin color changing from some 
degree of pinkness to pallor often precedes more prom- 
inent manifestations. When the veins fill normally, 
there occurs a rise in blood pressure and return of skin 
warmth and skin color. When venous filling is accom- 
panied by persistent hypotension and a_bluish-red 
blotchy appearance the prognosis is grave, because the 
cardiac output remains low and the patient may be in 
irreversible shock. Arterial transfusion should be con- 
sidered at this point or before this point is reached. 

Blood chemistry.— 

Determinations of the serum electrolytes sodium, 
potassium, chloride, bicarbonate, and pH are important. 
If these tests are done preoperatively, they will serve 
as a baseline for occasional spot checks postoperatively. 
It is important, however, to treat the patient and not his 


electrolytes. 
(To be concluded in the March Journat) 
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|, — FLUID EMBOLUS occurs in_ the 
presence of amniotic and meconium debris in the ma- 
ternal circulation. If the patient survives the initial 
shock, she may die of uncontrolled hemorrhage due to 
incoagulability of the blood. 

This condition was first mentioned in 1899 by 
DeLee’ who called it “a type of hemophilia.” Dieck- 
mann reported in 1936 that fibrinogen levels were 
greatly reduced in patients who hemorrhaged after 
abruptio placentae. Steiner and Lushbaugh*® gave the 
first complete description of the syndrome in 1941 and 
ascribed it to amniotic fluid embolism and defibrino- 
genation of the blood. The report in 1950 by Mallory 
and his associates* included the case of a woman who 
lived long enough after an amniotic embolism to hem- 
orrhage, but no attention was given to that aspect of 
the disease. Reid, Weiner, and Roby® reported in 1953 
what was probably the first successfully treated case. 
By June 1953 only 46 cases had been reported,’ but 
since then many cases have been described in the lit- 
erature. 

The incidence of this condition has been reported 
as from 1:3,1487 to 1:8,000.8 At Metropolitan Hospital 
2 cases have occurred in 5,759 deliveries, an incidence 
of 1:2,879. 


Etiology and pathology 


Amniotic fluid embolus results from the sudden 
entrance into the maternal circulation of the debris of 
amniotic fluid and meconium.*™ This is thought to 
result from strong uterine contractions forcing amni- 
otic fluid into the uterine venous sinuses!*?* or into the 
lacerated veins of the cervix as it dilates.1* This may 
also occur at cesarean section.1* The debris has been 
found in the pulmonary and uterine vessels several 
times.®?%1%,15 The shock resulting from the pulmonary 
embolus may cause death.’® 

Amniotic fluid contains thromboplastin, and if 


*From the Department of Obstetrics, Metropolitan Hospital, Phila- 
delphia, Pennsylvania. 
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death does not occur, the thromboplastin from the 
debris and fluid causes fibrinogen to turn to fibrin, 
causing coagulation of the blood in the smaller arteri- 
oles.17 This uses up the circulating fibrinogen of the 
blood stream and causes the blood to be incoagulable. 
Fibrinogen levels of from less than 100 to 150 mg. 
per 100 cc. (the minimum needed for good clot forma- 
tion) to zero have been found.7* 

Fibrinogen levels remain normal during normal 
pregnancy, labor, delivery, and the puerperium.’® 

Investigation has shown that the principal change 
in the blood in these cases of hemorrhage is the loss 
of fibrinogen, although small amounts of fibrinolysin 
(heparin-like substance) have been detected.*° This 
could account for the infrequent finding of emboli in 
the vessels.?" 

Laboratory work has been done on this condition, 
and several investigators have reported being able to 
produce afibrinogenemia in animals. Amniotic fluid 
plays a part in the intrauterine coagulation of blood 
and assists in postpartum hemostasis.”* Weiner, Reid, 
and Roby** showed in 1949 that 0.1 cc. of amniotic 
fluid would shorten by at least half the normal coagu- 
lation time of freshly drawn venous blood. 

Amniotic fluid alone did not produce emboli in the 
rabbit and dog, but meconium did.?*?5 Death has been 
produced by rapid injection of amniotic fluid, and de- 
fibrinogenation by slow infusion.’* Hunter and his 
group” could not get animals to bleed in these experi- 
ments, but Weber?’ states that he can produce the con- 
dition in his laboratory at will. 

There are two other well-defined entities that lead 
to afibrinogenemia: abruptio placentae**-** and intrau- 
terine fetal death of long standing.**-** The mechanisms 
of these are similar. Afibrinogenemia has also been 
described in cases of necrotic decidua postpartum,** 
convulsions and eclampsia,®* and velamentous insertion 
of the cord with a small tear in the membranes at that 
point.’® 
Death occurs in 10 per cent of those patients who 
survive the initial shock of amniotic fluid embolism 
and develop afibrinogenemia.” 
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Several theories have been projected as the cause 
of the afibrinogenemia: 

1. Toxic effects of the placental and fetal sub- 
stances may interfere with liver production of fibrino- 
gen. 

2. Substances of placental and amniotic origin 
with a thromboplastinic activity may enter the maternal 
circulation and lead to defibrination of the plasma. 

3. Fibrinolytic enzymes originating from the 
decidua and placenta may enter the maternal circula- 
tion. 

4. Hemorrhages may represent an exaggerated 
fibrinolytic defense process following penetration of 
thromboplastin into the maternal circulation.*® 

Murphy, Picot, and Thompson* state two possible 
explanations of failure to clot: 

1. Destruction of fibrin by fibrinolysin which is 
normally carried in the globulin portion of the blood. 

2. Immobilization of fibrin by thromboplastic 
substances released in the blood stream with resultant 
intravascular clotting. (These substances could enter 
the blood stream by amniotic infusion and embolism.) 

In abruptio placentae a retroplacental hematoma 
forms in the decidua in a laceration of the decidual 
plate ; degeneration and necrosis follow. Tissue juices 
and tissue debris become mixed into the blood and 
escape back into the circulation, introducing large 
amounts of thromboplastin into the blood stream. 

The chart below shows, in brief, what is thought 
to occur in abruptio placentae.*® 


Prothrombin 


calcium ions 
Ac-globulin 
other accelerators 
Tissue thromboplastin 


heparin 
other inhibitors 


v 


Thrombin 
(converts) 
Fibrinogen ————> Fibrin 


In the case of a dead fetus, the process is the 
same as above but it takes place more slowly. The least 
time for afibrinogenemia to occur is about 4 weeks. 

Amniotic fluid contains thromboplastin but no 
prothrombin, thrombin, heparin, or any fibrinolytic 
substance. Ruptured membranes and tumultuous labor 
could force amniotic fluid between the membranes and 
the wall of the uterus into the maternal sinusoids at 
the uteroplacental site or into the lacerated endocervi- 
cal veins in the lower uterine segment. The fluid 
crossing the decidua acquires a high concentration of 
thromboplastin, thus producing an intravascular co- 
agulation reaction, amniotic fluid embolus with anaphy- 
lactoid shock, and probably total defibrination.** 

Since Pitocin has been employed in many cases 
in which amniotic fluid embolism has occurred, its use 
to speed up labor is considered hazardous.*** 


Diagnosis 


The prompt diagnosis of amniotic fluid embolism 
depends upon the alertness of the obstetrician and his 
awareness of the possibility of the development of 
afibrinogenemia. 
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The first symptom may be the patient’s expression 
of the feeling of impending doom ;*? this may be in the 
midst of a tumultuous labor. With the shock of the 
embolus, the patient may in turn become cyanotic,>:1*8 
have convulsions, and become comatose. Frothy sputum 
may appear on the lips.® If the patient lives to regain 
consciousness, she may complain of pain in the chest. 

Reid** has stated that severe respiratory distress 
during an otherwise normal labor is pathognomonic of 
amniotic fluid embolism. If the patient survives the 
original embolus, she may start to bleed from the 
uterus, gingivae, bladder, rectum, or nose ; hematomata 
will form and ecchymoses will develop wherever the 
skin is subjected to any pressure. Blood spilling on 
the floor will not clot but will have the appearance 
of a red lake. 

Afibrinogenemia should be considered in all cases 
of bleeding after the usual causes for postpartum hem- 
orrhage have been eliminated. 

The laboratory diagnosis of afibrinogenemia is 
comparatively simple. A tube of blood drawn from a 
vein will fail to clot if the fibrinogen level is below 100 
mg. per 100 cc. Marginal deficits will result in forma- 
tion of an unstable clot which will dissolve in a short 
period, usually about % hour. Actual fibrinogen levels 
may be determined, but this procedure is unnecessary 
in view of the urgency of the treatment. 

At Metropolitan Hospital it is our routine to do 
serial tests of coagulation times on all patients who are 
suspected of having abruptio placentae. These are done 
every hour,*® and both clotting time and clot dissolu- 
tion are carefully observed. The tube of blood is taped 
to the patient’s bed where it is easy to see, and even 
taped to the operating room wall during cesarean sec- 
tion. Blood has been drawn during a cesarean section 
when it seemed that there was an unusual amount of 
bleeding. 

The patient with known intrauterine fetal death 
should be checked at weekly intervals and blood drawn 
for fibrinogen level determination. 


Coagulation of the blood 


The factors responsible for the normal coagulation 
of blood as described by Kennan and Bell* are as fol- 
lows: 


I. Platelet factors: 
a. Platelet thromboplastic factor which activates 
thromboplastinogen. 
b. Platelet factor I which induces prothrombin 
to thrombin conversion. 
c. Platelet factor II which accelerates the con- 
version of fibrinogen into fibrin. 
d. Platelet factor III which opposes the activity 
of heparin 
II. Plasma factors: 
a. Those used in coagulation 
1. Thromboplastinogen 
2. Prothrombin 
3. Calcium 
4. Plasma Ac-globulin 
5. Proconvertin 
6. Fibrinogen 
b. Those which oppose coagulation 
1. Antithromboplastin 
2. Antithrombin 
3. Heparin cofactor 
4. Profibrinolysin 
III. Serum factors: 
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a. All those factors found in plasma, except 
fibrinogen, in concentrations directly re- 
lated to their utilization in coagulation 

b. Serum Ac-globulin 

c. Convertin 

d. Thrombin 

e. Metathrombin 

Coagulation is initiated by the destruction of plate- 
lets with the release of their factors. When thrombo- 
plastin is formed, a minimal amount of prothrombin 
is converted to thrombin. Thrombin is needed for the 
activation of the labile accelerator, Ac-globulin. Since 
this part of the mechanism is autocatalytic, the Ac- 
globulin converts an excess of prothrombin to throm- 
bin. In the presence of this excess, fibrinogen is 
changed to fibrin and coagulation occurs. The excess 
thrombin is adsorbed onto the surface of the fibrin. 
This effectively prevents defibrination by removing this 
excess of thrombin. 


Treatment 


When afibrinogenemia has been diagnosed, the 
best treatment available is immediate intravenous ad- 
ministration of fibrinogen. This material should be 
stored in every hospital admitting maternity patients, 
as the need may be sudden and severe. At least 6 
grams should be available. Many areas of the country 
have designated certain hospitals to store large quanti- 
ties of fibrinogen to supply the needs of surrounding 
hospitals and communities. 

Two to 6 grams of fibrinogen will usually stop 
bleeding? and cause good clot formation, although up 
to 12 grams have been needed. A rule of thumb might 
be roughly 1 gram of fibrinogen per 500 cc. of blood 
given. The body rapidly replaces the fibrinogen once 
the hemorrhage has stopped.‘ 

If fibrinogen is not available, the best treatment 
is transfusion with freshly drawn whole blood or direct 
transfusion. A rule to remember is: Do a cut-down 
early.** 

The usual methods for maintaining blood pres- 
sure, oxygenation, and fluid replacement are necessary. 
Plasma expanders and plasma, as well as glucose and 
saline solutions, have their place, but only as stop-gap 
measures until fibrinogen has been obtained. 

Operation for removal of the uterus has been 
performed many times but any success with this 
method has been coincidental with adjustment of the 
clotting mechanism. 

An interesting historical note is that in 1950 there 
was speculation as to whether, since this was a throm- 
bosis with resultant defibrination, treatment might not 
consist of heparin.*® 

Further complications of this condition are be- 
yond the scope of this presentation, but may be briefly 
mentioned. If the patient’s blood pressure is not re- 
stored to normal in a short time, renal shock with 
lower nephron nephrosis and shutdown may result. 
Long periods of shock may also result in pituitary 
necrosis and the development of Sheehan’s disease. The 
management of these complications requires careful 
medical supervision. 


Case reports 


Case 1. A 25-year-old pregnant woman with 
known diabetes mellitus whose previous two preg- 
nancies had terminated in abortion was admitted to 
Metropolitan Hospital March 1, 1953, with intractable 
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nausea and vomiting. The first day of the last men- 
strual period was August 4, 1952, and the expected 
confinement date was May 14, 1953. The prenatal 
course was complicated by varying blood sugar values. 
For about 4 to 6 weeks prior to the patient’s admis- 
sion the fundus had not risen noticeably in the abdo- 
men, and fetal heart tones had not been heard at any 
time. 

On March 3 the patient went into active labor and 
delivered a macerated anencephalic 3-pound stillborn 
fetus without anesthesia. Postpartum hemorrhage de- 
veloped with bleeding from all mucous membranes, the 
blood clotting mechanism seemed to fail, and the pa- 
tient went into shock. Blood drawn at the time did 
not clot in 24 hours. 

The pulse rate rose to 200 per minute. Intraven- 
ous Synkayvite, Koagamin, 1500 cc. of whole blood, 
and other fluids containing insulin and penicillin were 
given. By morning the patient seemed to have passed 
the danger point. 

The postpartum period was stormy until the dia- 
betes was finally stabilized. The patient was discharged 
in good condition on March 19, 1953. The final diag- 
nosis at the time was idiopathic purpura. 

Case 2. A 23-year-old white woman, gravida I 
para O, was admitted to Metropolitan .Hospital at 3:00 
p.m. August 20, 1956, with possibly ruptured mem- 
branes. She had been seen by her family physician 
on the previous January 4, at which time physical 
examination showed nothing unusual and the past 
history contained nothing of significance. The first day 
of the last menstrual period was November 8, 1955, 
and the expected date of confinement had been deter- 
mined to be August 15, 1956. Uterine enlargement was 
consistent with approximately 8 weeks’ gestation. The 
blood pressure was 122/70. 

The patient was Rh positive and the serum was 
nonreactive. Urinalysis was normal. The patient had 
been seen at eighteen prenatal visits and at no time 
were any blood pressure or urine abnormalities found. 
The total weight gain was 29 pounds. Pelviencephalog- 
raphy performed August 7, 1956, showed a borderline 
disproportion at the inlet and the outlet. 


On admission to the hospital the patient was rou- 
tinely prepared for delivery, and given an enema, and 
10 mg. of vitamin K intramuscularly. The cervix was 
not dilated, the fetal heart tones were 144 per minute, 
and blood pressure was 132/80. 

At 10:00 p.m. the patient had irregular uterine 
contractions. By 2:30 the following morning contrac- 
tions of good intensity were occurring every 3 min- 
utes, and the cervix was dilated 4 cm. The station was 
minus 3. An hour later the dilatation was 6 to 7 cm. 
and the station minus 3. 

The membranes ruptured spontaneously at 4:01 
a.m. The position was right occiput transverse, and 
the station remained minus 3. By 4:20 a.m. the station 
was 0. Caudal analgesia with 1.5 per cent Metycaine 
was started 5 minutes later. While the patient was 
being prepared for caudal analgesia she was screaming 
and saying that she was going to die. The blood pres- 
sure at this time was 110/80. 

At 4:45 a.m. the patient vomited, and became 
semicomatose, unresponsive, and cyanotic. There was 
froth about the lips, and the tongue protruded. The 
blood pressure was unobtainable. The respirations 
were deep and labored. Thinking that this reaction 
may have been caused by the spinal injection of Mety- 
caine, although there had been no return of spinal 
fluid upon administration of the caudal analgesia, we 
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elevated the head of the bed, gave oxygen by mask, and 
administered 10 minims of Neo-Synephrine subcu- 
taneously. Systolic blood pressure of 110 mm. was now 
obtainable. 

In 15 minutes the patient’s condition was fair, the 
vertex was on the perineum, and the patient was 
moved to the delivery room. It was thought best to 
deliver the child as soon as possible if it was still alive. 
While being transferred to the delivery table, the pa- 
tient had a convulsion, became cyanotic, vomited, and 
became comatose, and the blood pressure was again un- 
obtainable. Injection of 10 minims of Neo-Synephrine 
was repeated subcutaneously, oxygen by mask was 
continued, and 5 per cent glucose in water was started 
intravenously. A blood pressure reading of 200/110 
was then obtained. In a short time the patient became 
responsive and complained of headache and severe 
pain in the chest. The blood pressure varied from 
180/110 to 130/100. 

During preparation for the delivery the bladder 
was catheterized without difficulty, but removal of 
the catheter was followed by a small spurt of blood 
from the urethra. At 5:29 a.m. a stillborn male fetus 
weighing 8 pounds 11 ounces was delivered by outlet 
forceps after a right oblique episiotomy. The placenta 
was expressed intact at 5:34 a.m., and profuse bleeding 
followed. Pitocin, 1 cc., was given intramuscularly. The 
blood pressure was 80/60. A hematoma was seen in 
the area of the episiotomy. 

At 6:30 a.m. the uterus was packed. Fifteen 
minutes later plasma was given, and the patient was 
put in Trendelenburg position. At 7:00 a.m. she again 
becamne comatose and cyanotic, and the blood pressure 
was unobtainable. Oxygen had been given continuous- 
ly by mask. Injection of Neo-Synephrine was repeated 
subcutaneously, and the blood pressure at 7:30 a.m. 
was 110 mm. systolic. 

An hour later infusion of whole blood was started 
through a femoral vein cut-down. The intern who had 
typed and crossmatched the patient’s blood reported at 
this time that it had failed to clot. It was noted that 
the blood on the floor of the delivery. room lay in a 
large lake instead of the expected clots. The diagnosis 
of afibrinogenemia was considered at this time, and 
the hospital supply of fibrinogen (2 grams) was ad- 
ministered through a venous cut-down in the right 
leg. More fibrinogen was obtained from other hos- 
pitals in the city and 5 grams more were given. This 
resulted in cessation of the bleeding. 

The patient became responsive, the pulse rate was 
between 160 and 200 per minute, and the blood pres- 
sure was 94 mm. systolic. 

At 11:30 a.m. the clotting time of a tube of venous 
blood was 8 minutes. At 5:00 p.m. the clotting time 
was 6% minutes, and the following day it was 414 
minutes. 

In the delivery room the patient had been given 
3,500 cc. of whole blood, 7 grams of fibrinogen, 1 unit 
of plasma, 500 cc. of 5 per cent glucose in distilled 
water, 500 cc. of Dextran, 300 mgm. of Solu-Cortef, 
14 cc. of Levophed, and 20 cc. of 20 per cent calcium 
gluconate. 

At 3:00 p.m. that day there was no bleeding from 
a Foley catheter in the bladder, but only 5 cc. of urine 
were obtainable. The patient’s systolic blood pressure 
was 108 mm. 

Her hospital course for the next 5 days was marked 
by anuria and oliguria, with the urinary output vary- 
ing from zero to 100 cc. a day. On August 27 the 
serum potassium rose to 6.1 mEq. per liter and the 
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blood urea nitrogen to 50 mg. per 100 cc. In view 
of these changes and the lack of urinary output, the 
patient was transferred to another hospital where an 
artificial kidney was available if necessary. 

At the other institution she continued to be oliguric 
for another 7 days, but the electrolytes were controlled 
by ion exchange resins. At that time diuresis of enor- 
mous proportions occurred, and it was difficult to 
control the electrolyte balance. The patient, however, 
made a good recovery and was discharged in good con- 
dition. 

When last seen by her family physician in Octo- 
ber 1957, she was having normal menstrual periods 
and did not seem to have suffered any ill effects from 
her near catastrophic experience. 


Discussion 


The first case represents the so-called dead fetus 
syndrome, in which the fetus was probably dead in 
utero for a period of 3 to 4 weeks. 

It is impossible to say at this time whether the 
fibrinogen level of this patient’s blood had been de- 
creasing prior to the onset of labor, or if the afibrino- 
genemia was due to the forcing of macerated tissue and 
tissue juices into the maternal circulation during labor. 
At that time, the significance of a dead fetus was not 
generally known and the tendency toward afibrino- 
genemia was not thought of by the average physician. 

The measures taken in the delivery room to halt 
the hemorrhage, although rightly described at the time 
as “heroic,” were by present standards inadequate. 
Serial fibrinogen levels or clotting times done at the 
time the patient was suspected of having a dead fetus 
in utero might have revealed a change and given some 
warning to the physicians. If afibrinogenemia had 
been well known at the time and fibrinogen had been 
available, the condition would probably have responded 
rapidly. Thus is illustrated the progress in medical 
science. 

The second case represents tumultuous labor in a 
primigravida, evidenced by the fact that dilatation 
progressed from 4 cm. to complete in 2% hours, and, 
even more significant, the station changed from minus 
3 to plus 4 in 50 minutes. 

The administration of the caudal analgesia was 
uneventful, no cerebrospinal fluid or blood was ob- 
tained on aspiration, and the sciatic sign was noted. 
Spinal injection of Metycaine will cause paralysis of 
the auxiliary muscles that aid in respiration and finally 
paralysis of the diaphragm, not the labored respiration 
that resulted in this case nor the immediate cyanosis 
and coma. We ignored the fact that when the patient 
was turned on her side for preparation for caudal in- 
jection she stated that she was going to die. 

It is to be noted that moving the patient from the 
labor bed to the delivery table resulted in a convulsion 
and cyanosis, probably caused by another embolism. 
After recovery from this episode, placing her in 
Trendelenburg position was immediately followed by 
coma and cyanosis. 

Significant also is the brief recovery of conscious- 
ness, during which the patient complained of pain in 
the chest. 

The bleeding from the urethra and the hematoma 
formation at the episiotomy site were noted, but their 
importance was not realized. The time element is of 
interest: only 45 minutes had elapsed from the time 
of the initial embolus and time when the patient’s 
blood was failing to clot. 
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The patient responded rapidly to the administra- 
tion of fibrinogen, and the bleeding ceased. 

Following the prolonged period of shock, anuria 
developed as a result of lower nephron nephrosis and 
persisted for 12 days, with eventual recovery of urinary 


function. 
When last seen 15 months later, the patient was 
in good health with no complaints. 


Comment 


In reviewing the record of Case 2, it is seen that 
the patient rallied from the initial shock of the amniotic 
embolism, and had a new episode with convulsion and 
cyanosis upon being moved from labor bed to delivery 
table. She again recovered consciousness, but when 
shock due to blood loss ensued she had another period 
of cyanosis and coma upon being placed in Trendelen- 


burg position. 

We have not been able to find any reference to 
this aspect of the disease in any of the literature re- 
viewed. It seems likely that since the deposition of 
fibrin and meconium is a physical entity, it may be 
influenced by the position of the patient. Sudden move- 
ment may cause further embolization to the lungs or 
brain, as may lowering the patient’s head and thorax. 

We propose that part of the treatment of amniotic 
fluid embolism consist of keeping the patient in low 
Fowler position and moving her as little as possible, 
and gently when necessary. 


Summary 


Two cases of afibrinogenemia have been presented. 

The history, incidence, and causes of the disease 
have been discussed with a brief review of the coagu- 
lation mechanism of the blood included. 

The treatment of afibrinogenemia has been pre- 
sented, including a new principle hitherto unreported 
in the literature. 
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Portland, Oregon 


Aw NEW MODALITY presented to the medi- 
cal profession is at once limited by its applicability and 
the reproducibility of its results. When these limita- 
tions are clearly understood, the modality can then be- 
come a source of knowledge and can greatly enhance 
the diagnostic armamentarium. 

About three quarters of a century ago Gordon in- 
scribed the first graphic record of oscillations of the 
human body. To such records Starr gave the name of 
ballistocardiogram.' The ballistocardiogram is a graphic 
representation of the forces within the heart and the 
vascular bed. These are physical forces as opposed to 
the electrical forces measured with the electrocardio- 
graph. The information obtained by the ballistocardio- 
graph would therefore report the mechanical efficiency 
of the heart, and this information is of vast importance 
as a sensitive index of cardiac function. We must 
realize that we are measuring not only the direct cardiac 
vectors created by the beating heart but also the pulmo- 
nary forces inscribed by inspiration and expiration. 

I use the ballistocardiogram for evaluation of the 
following three main groups of patients in my. office 
practice: (1) Those with negative electrocardiographic 
findings and subjective complaints suggesting coronary 
artery disease (it is in this group that the value of de- 
tecting the prodromal stage of acute myocardial infarc- 
tion is of greatest benefit) ; (2) those who, following an 
acute myocardial infarction, desire appraisal of the 
functional recovery of the heart muscle; and (3) 
those with normal electrocardiograms and a history of 
a previous myocardial infarction. In this group objec- 
tive documentation of the old myocardial infarction is 
desirable, especially when records made during the 
acute phase are not available. The above grouping is 
by no means an inclusive index of uses of the ballisto- 
cardiograph in evaluation of the cardiac patient, but it 
is the more popular application. 

I have observed several ballistocardiographic trac- 
ings classified under the nomenclature of Brown? as 
grade 0-1 that on serial tracings revealed a progressive 
deterioration of pattern. These patients, for the most 
part, had subjective complaints of vague chest pain in 
the precordial area (usually after exertion), occasional 
dyspnea on exertion, and several other minor com- 
plaints. We have all been confronted at one time or 
another with such a case in which normal electrocardio- 
graphic patterns were found. One fact worthy of men- 
tion is that the Master two-step test is positive in only 
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a small percentage of these patients. Careful follow-up 
has disclosed that a large percentage of patients with 
progressive deterioration of the ballistocardiographic 
pattern have developed myocardial infarction. 

The tracing in Figure 1 reveals a deterioration of 
pattern in a 38-year-old man whose chief complaint was 
precordial pain related to exertion. The initial tracing 
(Fig. la) was taken during a routine examination 
when the patient had no subjective complaints refer- 
able to the cardiovascular system. The increase in car- 
diac output indicated in the second tracing is, I believe, 
a compensatory mechanism of the heart to maintain 
homeostasis. The deterioration of the ballistocardio- 
graphic pattern associated with precoronary thrombo- 
sis was also observed by Dock, Rosenblatt, and the 
Mandelbaums,*** as well as others. This finding sug- 
gests a more thorough evaluation of patients in the at- 
tempt to seek out individuals disposed to coronary heart 
disease. 

Myocardial infarction is a pathologic condition re- 
sulting from occlusion of a coronary artery which pro- 
duces coagulation necrosis of the area no longer sup- 
plied by the now occluded artery. The mechanism by 
which the occlusion occurs is poorly understood at best. 
I will not attempt in this discussion to outline the nu- 
merous theories of pathologic physiology that have been 
postulated as causative factors, other than to mention 
that there are two main schools of thought; one con- 
siders the process as extracorporeal malfunction and 
the other as intracorporeal malfunction. 

Following a myocardial infarction, the question 
which arises in the minds of the patient, the patient’s 
family, the doctor, and the insurance company is: 
When can the patient be expected to return to work 
without fear of a relapse? As a rule, this question has 
received one of two answers. The cautious physician 
has stated that he would allow the patient to return to 
work after a prolonged rest and after return to normal 
of the electrocardiogram, sedimentation rate, C-reactive 
protein determinations, leukocyte counts, temperature, 
and subjective status, and the “clairvoyant” physician 
has told the patient that in a month he should be able 
to return to work without anticipating difficulty. This 
empiric prognostic advice has been based on signs and 
results of tests that were not always true indicators 
of the patient’s ability to perform labor requiring -vary- 
ing exertions since the cardiologist lacked a sensitive 
index of cardiac mechanical efficiency. Ballistocardiog- 
raphy is a means toward that end. While not the ulti- 
mate in this regard, it is nevertheless a valuable adjunct 
in clinical appraisal of the postmyocardia! infarction 
status of the patient relative to the degree of functional 
recovery of the heart muscle. 

In determination of the patient’s status, the serial 
ballistocardiographic changes is followed in much the 
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Fig. la 


Fig. la. Initial acceleration tracing shows repetitive complexes and minimal 
respiratory variation. Fig. |b. Four months later, the patient complained of 
precordial pain on exertion, but ECG and Master two-step findings were 


same way as serial electrocardiographic changes. We 
have noted that progressive deterioration of the bal- 
listocardiogram is an unfavorable prognostic sign indi- 
cating poor functional recovery. Conversely, improve- 
ment in the serial ballistocardiographic tracings follow- 
ing a myocardial infarction indicates a more favorable 
prognosis. Figure 2 illustrates a good functional re- 
covery of the heart muscle following posterior myo- 
cardial infarction. 

Can the patient referred for cardiovascular evalua- 
tion after myocardial infarction be told to return to 
work involving moderate exertion without fear of 
ensuing cardiac difficulty if he evidences a normal bal- 
listocardiographic tracing at rest? By utilizing the bal- 
listocardiograph after exercise and a cigarette test 
(which consists in having the patient smoke a cigarette 
following a basal ballistocardiographic trace and then 
repeating the tracing) the functional activity of that in- 
dividual’s heart in response to stress can be evaluated. 
If deterioration of pattern is observed, the patient should 
be instructed to refrain from hard labor and should 
confine his activities to less stressful situations. 

The tracings in Figure 3 indicate the importance 
of utilizing an exercise ballistocardiogram as well as a 
cigarette test in the complete evaluation of the patient 
who has suffered a myocardial infarction. We note a 
deterioration of pattern with exercise as well as after 
the cigarette. The popular question of whether or not 
to allow a patient to smoke after myocardial infarction 
could reasonably well be answered by making these 
tests. In my own practice, if a patient does not reveal 
ballistocardiographic deterioration after the above tests, 
I allow him to smoke in moderation. If there is obvious 
deterioration in ballistic pattern following cigarettes, I 
withdraw all smoking privileges. The visual tracing 
shown to the patient helps to convince him of the neces- 
sity for abstinence, and he does not feel that I am 


Fig. 2a. This acceleration tracing reveals a grade 4 pattern following myo- 


cardial infarction in a 47-year-old male. Fig, 2b. In this tracing taken 3 
months after the acute episode a fairly good repetitive graph is seen. Al- 


Fig. 2a 


normal. The following month the patient suffered an anteroseptal myocardial 
infarction. Note the loss of repetitive complexes with deterioration of pat- 
tern. 


treating him empirically. The deterioration of pattern 
following exercise as well indicates that this individual 
cannot maintain a satisfactory functional state of the 
heart muscle following stress and serves as a guide for 
restricting physical activities. 


Discussion 


Clinical angina pectoris has also been evaluated by 
ballistocardiographic means. It is worthy to note that 
200 of 224 patients with clinical angina pectoris ob- 
served by Mandelbaum and Mandelbaum* had abnor- 
mal ballistocardiograms. In patients with angina pec- 
toris following coronary occlusion, Moser and asso- 
ciates® noted a normal ballistocardiogram in only 7 per 
cent. Taymor and associates’ noted that of 75 patients 
with angina pectoris who had normal resting electro- 
cardiograms and positive Master two-step tests, 83 per 
cent had abnormal resting ballistocardiograms, and that 
after exercise the tracings became abnormal in an addi- 
tional 10 per cent. 

My own observations based on ballistocardiographic 
evaluation have correlated quite well with the findings 
of others in regard to coronary artery disease and myo- 
cardial damage. Though I utilize serum transaminase 
determinations as an aid in diagnosing the so-called 
“silent” infarction, I recognize its pitfalls and use bal- 
listocardiography as an adjunct in making the correct 
diagnosis. 

It has been noted that several ballistocardiographic 
traces that contained very large complexes and appeared 
abnormal in configuration were of normal configuration 
after reduction of the standardization by one half. Such 
a technical error may result in misinterpretation of 
those traces that display increased vectorial forces. The 
most significant limitation of ballistocardiography seems 
to be the effect of aging. The myocardial function of 


though this tracing is grade |, it represents a satisfactory ersion and 
improved function of the heart muscle. 


Fig. 2b 
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Fig. 3a. Tracing on a 40-year-old male patient with a history of anterior 
wall myocardial infarction 2 years before. Abnormal K waves are present, al- 
though the tracing Indicates satisfactory recovery. Fig, 3b. Three minutes 
after smoking a cigarette, deterioration in ——_ s seen, indicating al- 
tered function of the heart muscle. Fig. 3c. llowing exercise, increased 
cardiac output during inspiration is again seen although the general pattern 
is one of deterioration. 


the older age groups naturally declines, and this de- 
crease in functional status is recorded by the ballisto- 
cardiograph. Abnormal records of patients under the 
age of 50, however, do offer objective evidence of 
coronary artery disease if there is no abnormality noted 
on physical examination, cardiac fluoroscopy, and elec- 
trocardiography. 


Summary 


In dealing with evaluation of cardiovascular dis- 
eases, the cardiologist faces numerous obstacles which 
cause him to rely on whatever information he can com- 
pile for achieving an accurate diagnosis and accurate 
appraisal of the patient. Ballistocardiography is not in- 
tended to be a panacea for cardiac problems, nor is it 
likely to replace the standard diagnostic aids currently 
in vogue. It is merely an additional test that discloses 
information not obtainable by any other means at this 
time. Its value lies in the fact that it is a useful adjunct 
in appraising the functional status of the heart and 


Pm Serendipity, according to Webster’s unabridged dic- 
tionary, is “the gift of finding valuable or agreeable 
things not sought for.” Many of the most valuable sci- 
entific discoveries have been coincidental, if not acci- 
dental. . . . 

The gift of finding valuable or agreeable things not 
sought for, and the good judgment required to recognize 
and make use of these things for the benefit of ortho- 
pedic patients, are important. But the rewards of basic 
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that it affords a comparative visual study of the dy- 
namics involved. Now that we have a practical ballisto- 
cardiographic instrument® for the measurement of those 
forces, there will probably be many additional uses for 


it in the future. 
1987 N.W. Kearney St. 
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Ballisto- 


scientific research can be much greater than the rewards 
of these. We may not be able to take an active part in 
such investigative work. We can and should encourage 
our more talented students, interns, and residents to learn 
the disciplines and techniques of fundamental basic re- 
search, and we can and each one of us should give gen- 
erously to provide the funds needed by research founda- 
tions in this field—Edward L. Compere, M.D., Journal 
of the American Medical Association, December 21, 1957. 
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NY ATTEMPT to discuss a subject of this 
scope in a short paper places the author in the difficult 
position of deciding what he thinks is of most impor- 
tance in recent developments. Still worse, his assign- 
ment may lead him into one of the faults so luminously 
described by W. C. Davison in “The Compleat Pedia- 
trician.”* 

However, I would like to review briefly some of 
the more recent laboratory developments in the field of 
pediatrics. None of these tests is beyond the reach of 
the average hospital laboratory, and the technics for 
carrying out the procedures are readily available in 
most recent standard laboratory texts and journals. It 
hehooves us all to remember that, as yet, office and bed- 
side diagnostic impressions of the sick child, in connec- 
tion with a well audited history, still comprise the most 
important phase of diagnosis for most successful pedia- 
tricians. 

There are one or two conditions that should at all 
times be in the mind of those actively engaged in the 
care of newborn infants. These two disorders fall under 
the general classification of diseases of inborn errors 
of metabolism. Unfortunately, to date, only two or 
three such metabolic errors are amenable to therapy, 
and the pediatrician must shoulder the great responsi- 
bility for the early diagnosis and treatment of at least 
two of these diseases. 


Phenylketonuria 


The first of these diseases is phenylketonuria or 
phenylpyruvic oligophrenia which appears in early in- 
fancy and is inherited as a mendelian recessive charac- 
teristic. The most striking manifestation of this disor- 
der is severe mental deficiency ; most patients fall in the 
classification of idiots with intelligence levels below 20 
and the remainder are mostly imbeciles, with a rare 
patient possessing higher grade mentality.2 The meta- 
bolic error in phenylketonuria lies in the inability of 
certain enzyme systems to convert phenylalanine com- 
pletely to tyrosine. The resulting disturbance in men- 
tality is probably the result of cerebral intoxication by 
accumulated phenylalanine or one or more of its break- 
down products. The laboratory aid to diagnosis is a 
very simple test: to about 5 cc. of freshly voided urine 
acidified with dilute sulfuric acid, a few drops of 5 per 


*Presented at the Annual Meeting of the American College of Osteo- 
pathic Pediatricians, Dallas, July 13, 1957. 
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cent ferric chloride solution are added. If phenylpyruvic 
acid is present a deep bluish-green color that is diag- 
nostic appears immediately. It has been noted recently 
by some investigators that the problem may exist at 
birth or in the first few weeks of life, without demon- 
strable phenylpyruvic acid in the urine. This is prob- 
ably because of the rather high renal threshold for 
phenylpyruvic acid in the newborn, and in these cases 
serum tests for phenylalanine levels should be per- 
formed if the index of suspicion is high. 

The value of early diagnosis in these infants is 
obvious, and administration of a phenylalanine deficient 
protein hydrolysate in most cases has reversed the cere- 
bral manifestations, at least to some degree. This prep- 
aration is now available commercially under the name 
of Ketonil, and it is not too troublesome for the mother 
to prepare. In our own institution we are currently 
performing the phenylpyruvic acid test on all newborn 
infants suspected of mental retardation or exhibiting 
convulsive seizures, and in the future hope to perform 
it routinely on all newborn infants. On the pediatric 
floor it is routine in all cases of seizures, especially in 
blond, blue-eyed children. Other symptoms of phenyl- 
ketonuria, or Follings disease, include convulsions, 
dyskinesia, and pigment anomalies. 


Congenital galactosemia 


The second inborn error of metabolism that is 
readily diagnosed by rather simple laboratory tests is 
congenital galactosemia. Perhaps a better term would 
be congenital hypergalactosemia, since all normal indi- 
viduals carry small amounts of galactose in their serum. 
This condition is characterized by galactosuria, amino- 
aciduria, albuminuria, gastrointestinal disturbances, in- 
creased NPN, cataracts, failure to gain weight, enlarge- 
ment and eventual cirrhosis of the liver, jaundice, slight 
enlargement of the spleen, anemia, and osteoporosis. 
The condition exists because of inability of the liver to 
convert galactose to glycogen. When the blood galactose 
is elevated to a level that exceeds the capacity of the 
renal tubules to reabsorb it from the glomerular filtrate, 
galactose appears in the urine. It is imperative that this 
condition be diagnosed as early as possible in infancy in 
order that brain, eye, and liver damage not become irre- 
versible. 

The laboratory aids to diagnosis, although not too 
recent in this case, are determination of blood galactose 


381 


he 
nt, al- j 
Inutes 
eased 
attern 
3 
ty 
r 


Perhaps routine testing 


of the urine of all newborn is 
the only answer to the detection of 
galactosemia and subsequently 
the highest salvage rate 


for these unfortunate babies 


level and the galactose tolerance test in conjunction with 
a glucose tolerance test in any infant with a reducing 
substance in his urine. This is especially true in breast- 
fed infants, because of the higher lactose content of 
breast milk. Galactose, unlike glucose, is not fermented 
by yeast. The biood sugar is determined before and 
after yeast fermentation, after which the amount that 
each sugar contributes to the total blood sugar can be 
separated. 

Another laboratory aid is the phenylhydrazine test 
that identifies the nonfermentable galactose sugar and 
yields typical galactose crystals. Further examination 
by the mucic acid test with nitric acid will result in 
crystals characteristic of either galactose or lactose, 
after which lactose is ruled out by a yellow reaction 
with the Rubner test. It should be stressed, however, 
that the value of simple screening tests of urine in both 
phenylketonuria and galactosemia lies in their applica- 
tion soon after birth. Perhaps routine testing of the 
urine of all newborns is the only final answer to the 
detection of the greater percentage of cases and subse- 
quently the highest salvage rate for these unfortunate 
babies. 

There is a very simple newly available test that has 
great practical value in the diagnosis of galactosemia.® 
The specific enzyme, glucose oxidase, has been incor- 
porated in indicator papers distributed as Tes-Tape and 
as Clinistix. These products are primarily for qualita- 
tive testing for urinary glucose in the management of 
diabetes, but are also applicable in quick differential 
diagnosis of other types of melituria. When dipped in 
urine the test paper turns blue in the presence of glu- 
cose but remains unchanged in color if no glucose is 
present. The test is negative for all reducing sugars 
other than glucose. Subsequently, if a galactosemic child 
is hospitalized because sugar has been found in the 
urine, the attending physician, by means of this simple 
test, is quickly able to differentiate diabetes mellitus 
from possible galactosemia or fructosuria. 


Mucoviscidosis 


There are two more recent laboratory aids to diag- 
nosis in an often overlooked disease that was formerly 
termed “cystic fibrosis of the pancreas” but is now 
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known by a new and more descriptive term “muco- 
viscidosis.” Routine screening tests of children with 
this disorder by such methods as determination of 
trypsin activity in the stool (on gelatin film) and stool 
fat and starch determination, have given much unre- 
liable information and difficulty in interpretation, and 
frequent laboratory error has been commonplace. Duo- 
denal drainage, which is more accurate, is a prolonged, 
tedious, and cumbersome procedure to both patient and 
physician, and in many cases much technical difficulty 
has been met. However, now two new screening tests 
available have helped greatly to facilitate the early diag- 
nosis of this abnormality of mucus-secreting glands. 

The first test depends on the elevation of sodium 
and chloride in the patient’s sweat; the chloride deter- 
mination is made in most laboratories by the method of 
Schales and Schales.* The clinical determination of 
electrolytes in sweat is not difficult by this method, but 
the actual collection of the sweat can become quite a 
problem. Many methods have been outlined in the past 
2 years for recovery of specimens, and we have tried 
most with varying degrees of success. Currently we are 
using the method in which the child is wrapped from 
the axilla to the pubes in commercially available Saran 
wrap, clothed in a snow suit, and placed in a room 
with a temperature controlled at 88 to 90 F. for 45 
minutes. He is offered water frequently during the 
test. At the end of this time, the Saran wrap is slowly 
removed by the nurse while the physician or laboratory 
technician aspirates the available sweat from the skin 
with a tuberculin syringe or Pasteur pipette. A nurse 
must attend the child constantly while he is in the “hot 
room” because of the ever-present danger of heat ex- 
haustion and rapid loss of electrolytes to which these 
children are unusually susceptible. 

Any infant or child admitted to our emergency de- 
partment with a clinical diagnosis of acute heat prostra- 
tion is, if possible, studied as a candidate for muco- 
viscidosis. With the method described above, we have 
been able to recover from 3 to 6 cc. of sweat, which is 
more than adequate for the laboratory determination of 
both sodium and chloride. The sweat should be centri- 
fuged for about 3 minutes to clear it of epithelial and 
undissolved debris. Following this, 1:100 and 1:200 
dilutions are made and analyzed for sodium with the 
flame photometer. The average range for sodium con- 
centration by this method is between 100 and 200 mEq. 
per liter with a mean of 165 mEq. in patients with 
fibrocystic disease. In contrast, sodium concentrations 
in normal subjects usually range between 1.1 and 100.5 
mEq. per liter with a mean of 37 mEq. Chloride analy- 
sis usually yields a range of 103.1 to 210 mEq. per 
liter with a mean of 165 mEq. per liter in fibrocystic 
disease as compared with a range of 6.1 to 110.8 mEq. 
per liter with a mean of 37 mEq. per liter in the control 
group. 

Another method’ which may be used for sweat 
collection is to bathe the child with soap and water and 
after he is thoroughly rinsed and dried to place him 
nude on a plastic sheet and subject him to moderate 
thermal stimulus for 20 to 40 minutes. With this 
method sweat can be collected with a tuberculin syringe 
from the surface of the sheet and the back of the pa- 
tient. In infants under 6 months of age the thermal 
stimulus is conveniently achieved by the use of an 
Isolette set at 35 C. and 100 per cent humidity. In older 
infants and children a heat cradle with a 100-watt bulb 
fastened to the top is placed over the trunk of the sub- 
ject with a blanket over the entire apparatus. This 
method, however, has the disadvantage that the children 
frequently contaminate the available sweat with urine 
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and it becomes necessary to repeat the procedure. For 
practical purposes, the determination of chloride con- 
centration of sweat alone is an adequate screening test 
in most cases of mucoviscidosis. 

A second screening test for mucoviscidosis utilizes 
analysis of saliva or urine for iodine content after the 
oral administration of Lipiodol.® It is a known fact that 
children with this disease have an impaired ability to 
secrete oil-linked iodine by these routes. In the saliva 
test, the Lipiodol is mixed with honey and administered 
orally in doses of 0.5 ml. per kg. of body weight with a 
minimal dose of 4 ml. and a maximal dose of 10 ml. 
Saliva is collected 1, 2, 3, and 4 hours later either by 
having the child expectorate into a clean test tube or by 
aspiration with a rubber bulb syringe. As little as 0.5 
cc. per specimen is adequate. Serial titers are made up 
to a titer of 1:64, using distilled water as a diluting 
agent. To each tube 5 drops of eighth-normal nitric 
acid and 3 drops of 1 per cent starch solution are added. 
After 5 minutes a positive reaction for iodine is indi- 
cated by blue or purple. 

Of 11 children with cystic fibrosis of the pancreas 
tested in one institution, none exhibited iodine in the sa- 
liva in any of the 4 hourly specimens, except for one in 
whom a positive reaction was obtained in a 1:2 dilution 
at 4 hours. In contrast, every one of 30 control children 
who showed no evidence of the disease gave a positive 
titer of at least 1:8 at 3 hours, and at 4 hours most of 
the readings were 1:16 or 1:32. In the urine test,’ the 
first specimen of urine is collected after 12 to 18 hours. 
Serial two-fold dilutions of 0.5 ml. of each specimen 
are made with 0.5 ml. of water in a series of six tubes. 
To each tube of diluted urine are added 5 drops of 
eighth-normal nitric acid, which liberates free iodine. 
Iodine is detected by the further addition of 3 drops 
of 1 per cent suspension of starch. In children with 
normal digestion and absorption of fat, free iodine will 
be found in the first sample in a dilution of 1:8 to 1:32. 
Failure to demonstrate iodine indicates a disturbance of 
fat absorption, but is not specific for fibrocystic disease 
of the pancreas. Following this test, it should be noted, 
serum values for protein-bound iodine may be abnor- 
mally high for several weeks. 


Last, there is the silver nitrate impregnation test* 
or, as it has been rather loosely termed, the “‘salty hand” 
test as a diagnostic aid in the screening of children with 
mucoviscidosis. There are a few interesting signs con- 
cerning the problem of sweat in these infants and chil- 
dren. Many mothers report noticing the salty taste of 
the baby’s sweat when kissing the baby. Schwachman 
and Gahm report cases in which salt crystals have been 
noted on the face and forehead. A certain number of 
these children also have a marked craving for salt, espe- 
cially in hot weather, and it has been postulated that ab- 
normal function of the eccrine glands exists and could 
be detected by histologic examination of the skin. How- 
ever, most investigators have been unable to find a 
histologic distinction between normal sweat glands and 
those of patients with this disease. 


In the silver nitrate impregnation test, the infant’s 
or child’s hand should be washed rather vigorously with 
green soap and dried thoroughly. An imprint of the 
hand is then made on silver nitrate impregnated agar in 
a Petri dish. The hand is briefly held in place to obtain 
a visible impression. The test medium is made up as 
follows: 25 grams agar are dissolved in 500 ml. of 
boiling water. After the agar is melted, 4.2 grams silver 
nitrate and 2.5 grams potassium chromate are added 
and the mixture is stirred thoroughly. The red liquid 
is poured into a Petri dish and permitted to harden. The 
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plates may be stored in a refrigerator or in a plastic 
bag. Following the initial hand impression, the hand is 
washed and dried a second time, and in 20 minutes the 
test may be compared with imprints made after im- 
mersing the hand in a known concentration of sodium 
chloride. 

Interpretation of the test is as follows: If the 
chloride concentration exceeds 250 mEq. per liter, in- 
tense whitish-yellow discoloration of the plate appears 
immediately. Little or no discoloration occurs if chloride 
concentration is less than 60 mEq. per liter. If the pa- 
tient’s sweat discolors the plate only slightly cystic fi- 
bosis is unlikely. Strong discoloration from a child with 
clinical signs and symptoms of mucoviscidosis usually 
indicates the possibility of its presence. Schwachman 
and Gahm® say, however, that psychic stimuli, environ- 
mental conditions, diet, renal function, adrenal activity, 
and state of hydration influence the salt content of 
sweat. Further investigation is needed with these meth- 
ods of determination. 


Liver function tests 


Brief discussion of another group of laboratory 
tests is pertinent at this point. They are especially val- 
uable in determining the return of normal liver func- 
tion following acute hepatitis, homologous serum hepa- 
titis, and in certain selected cases of reversible cirrhosis 
of the liver. The diagnostic value of the activity of 
malic dehydrogenase, phosphohexose isomerase, and 
serum glutamic oxalacetic transaminase, more common- 
ly termed serum transaminase, in the detection of liver 
disease parallels the value of the sedimentation rate, 
C-reactive protein determination, and the mucoprotein 
tyrosine levels as evidence of cellular recovery in rheu- 
matic fever. These enzyme titers are also delicate evi- 
dence of progression and recovery in coronary heart 
disease, but pediatricians are little interested in this 
application. 

All of these tests can be performed in the average 
well-equipped hospital laboratory by spectrophotometric 
determination as devised by Karmen,’ Bodansky,’® and 
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clinical diagnosis of acute heat 

prostration is, if possible, 
studied as a candidate 


for mucoviscidosis 


1co- | 
vith 
tool 
Ire- 
and 
uo- 
ed, 
ind | 
Ity 
Sts 
im 
ut 
: 
st 
5 
y 
: 
: 
: 
. 
s 
. 4 
: 
: : 
: 
: : 
. 
. 
: 
rd 
. 
ae 
= 
s 
. 


Bing and coworkers.'' They should be utilized as serial 
determinations, especially during the recovery stage of 
any reversible hepatic disorder and selected cardiac dis- 
orders. The cessation of active rheumatic carditis, so 
commonly seen in children, is also another valuable in- 


... the correct diagnosis of 
rheumatic fever continues to 


challenge the diagnostic acumen 


dication for the use of these tests, especially the serum 
transaminase test. Briefly, increased activity of any of 
these enzyme systems seems to depend directly on hepat- 
ocellular necrosis. Theoretically, therefore, a drop in se- 
rum activity should imply that either cardiac or hepatic 
cellular regeneration is taking place and that these en- 
zymes with which both heart and liver are so richly 
endowed are again being stored. Normal serum trans- 
aminase values have been found to range from 5 to 40 
units, and the usual range in viral hepatitis is from 540 
to 1,900 units of activity.° The average range in biliary 
cirrhosis is from 57 to 330 units.? We have recently 
studied an infant with obstructive biliary disease due 
to congenital atresia of the extrahepatic biliary ap- 
paratus in whom the transaminase activity was 425 
units. The normal average of malic dehydrogenase is 
roughly 80 units, with a standard deviation of 20. In 
both cardiac and hepatic disease this enzyme has been 
known to reach a level of 1,290 units.’? Isomerase ac- 
tivity has an average range of 10 to 20 units in normal 
health. It may rise as high as 150 units in both infec- 
tious and homologous serum hepatitis and show some- 
what lower values in rheumatic carditis. 

Another interesting application of these tests would 
be to standardize their values in the newborn infant and 
subsequently attempt to discover their behavior and 
prognostic significance in the infant with erythroblasto- 
sis with or without inspissated bile syndrome, neonatal 
hepatitis, and other pathologic conditions of the liver 
peculiar to the infant at birth. Further study is also in- 
dicated to attempt to correlate this profile of enzymes 
with that of the better known liver function tests such 
as cephalin-cholesterol flocculation, thymol, turbidity, 
sedimentation rate, and prothrombin time. Another re- 
cent aid to laboratory diagnosis of liver disease is 
known as the B,. excretion or By, loading test’? and is 
a rather sensitive index of the ability of the liver to 
store B,. in hepatitis or cirrhosis. The normal liver 
should excrete approximately 25 to 40 mcg. of B,. after 
a load dose of 50 mcg. During the active phase of 
hepatic disease the liver loses its ability to excrete the 
vitamin, and most individuals tested so far have excret- 
ed less than 10 mcg. of Bis at the end of 1 hour. The 
exact mechanism of this hepatic phenomenon is un- 
known at this time, but excretion of the load dose is 
helpful in prognosticating liver disease in the individual 
considered convalescent or clinically normal by such 
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signs as absence of icterus, reduction of liver size, and 
increased stool bile. 


Rheumatic fever 


Although rheumatic fever is on a gradual decline 
in most areas throughout the United States, and espe- 
cially since many cases are now mild, unrecognized, or 
atypical—whatever that word implies—the correct diag- 
nosis continues to challenge one’s diagnostic acumen 
despite the help of modern laboratory adjuncts. Here 
again we have a situation analogous to the recrudescent 
phase of acute hepatitis when the patient is anicteric. 
Just when is the rheumatic child well, and when can he 
be permitted greatest activity? In recent years we have 
all become acquainted with the antistreptolysin-O titer 
and the antihyaluronidase titer. Next C-reactive protein 
determination came into use, giving most clinicians a 
more effective tool for diagnosis, activity determination, 
and prognosis during the convalescent stage. However, 
as often happens in the field of medicine, the C-reactive 
protein determination has failed to live up completely to 
our high expectations. In some cases it has been falsely 
positive in unrelated transient disease of no serious 
consequence, and in other cases it has remained normal 
during the still active stages of rheumatic fever. 


Recently, another acute phase reactant known as 
the mucoprotein tyrosine determination has come into 
more general use. This test was first described by 
Winzler and Devor' in 1948 but was little used until 
1953 when clinicians in larger centers began to employ 
it as both a diagnostic tool and a sensitive index in de- 
termining the activity status of acute rheumatic fever. 
H and M Chemical Company of Santa Monica, Cali- 
fornia, supplies the tyrosine standards for this determi- 
nation, and the rest of the test is simply performed with 
phenol reagent, 12.5 per cent sodium carbonate, 5 per 
cent phosphotungstic acid, and 0.75 per cent normal 
perchloric acid. The method and details of the test are 
quite simple and the results can usually be obtained at 
the end of 1 hour with a density reading on the flame 
photometer. It is a simple and well-tolerated test in 
children, as only 1 cc. of serum is needed to obtain a 
reading. The mean normals for the mucoprotein tyro- 
sine average 3.3 mg. per 100 cc. with a range of 1.8 to 
4.3. It has been shown by previous studies that the 
sedimentation rate parallels the serum mucoprotein 
tyrosine in most disorders with the exception of cardiac 
failure and the nephrotic syndrome, and in patients who 
are receiving steroid therapy. In isolated streptococcal 
disease not associated with the symptom complex of 
rheumatic fever, the mucoprotein tyrosine is seldom 
elevated longer than 25 to 30 days, whereas in acute 
rheumatic fever the mucoprotein tyrosine seldom re- 
turns to normal in less than 3 months. Many patients 
have elevated values for mucoprotein tyrosine without 
evidence of C-reactive protein and vice versa. As a 
result of this observation it is now the general feeling 
that the results of C-reactive protein tests are less pre- 
dictable than those for mucoprotein tyrosine and there- 
fore probably of less value. The mucoprotein tyrosine 
level is also a very reliable and sensitive index in the 
diagnosis of acute glomerulonephritis. 

Another problem that is sometimes baffling to the 
clinician is differentiating mild rheumatic fever from 
acute rheumatoid arthritis in the child. In these cases 
the use of the mucoprotein tyrosine test in conjunction 
with the antistreptolysin-O titer, which has been found 
to be consistently normal in most cases of rheumatoid 
arthritis studied to date, offers the clinician relatively 
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accurate laboratory aid for differentiation of the two 
conditions. Any reading above 4.5 mg. per 100 cc. of 
mucoprotein tyrosine is to be considered abnormal, and 
in these cases intensive study should be undertaken to 
uncover further evidence of the rheumatic complex." 


Summary 


A few of the more recent and interesting labora- 
tory aids to diagnosis have been discussed and their 
technics of performance and clinical interpretation 
briefly given. Those presented are but a few of the 
battery of laboratory determinations that aid the pedia- 
trician of today. There are many others, such as paper 
chromatography or electrophoresis of plasma proteins, 
use of isotopes in the diagnosis of selected pediatric 
pathologic conditions, recent radiologic adjuncts such 
as cinefluoroscopy, and recent diagnostic advancements 
in the field of microbiology, that it would certainly be 
of value to discuss if space permitted. In our own in- 
stitution we are utilizing paper chromatography to a 
greater extent with each passing month, and it is grati- 
fying to know that many of the clinical puzzles of pedi- 
atric practice in the past, especially those congenital 
abnormalities associated with altered or abnormal pro- 
tein and mineral metabolism, can now be understood 
and classified with relative accuracy. One of our staff 
is now licensed for the use of isotopes, and it is hoped 
that many of the more obscure hematologic problems, 
especially those in which tagged iron and chromium can 
be used as diagnostic tools, will become less complicated 
and therefore more thoroughly understood, with subse- 
quent improvement in therapeutics. 

I will close on a somewhat paradoxical note by re- 
minding all of us in this day of exotic diseases that 
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Hemiaplasia 


of the thyroid gland* 


ROBERT D. PHELPS, D.O.+ 
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Sour: TIME AGO, at the Hospitals of the Phila- 
delphia College of Osteopathy, a 53-year-old woman 
was operated upon for an adenoma of the left lobe of 
the thyroid gland. At the time of operation, it was not- 
ed that the right lobe, isthmus, and pyramidal lobe of 
the glarid were absent. Examination of the neck did not 
reveal any aberrant thyroid tissue. Aplasia of the right 
lobe is a condition rarely reported in medical literature ; 
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despite increased number and precision of laboratory 
tests, final diagnosis still rests on evaluation of the 
mid-diastolic rumble, the suggestive, icteric sclera, the 
slightly noticeable precordial thrust of the thorax, and 


the visible gastric peristalsis of the fretful baby. 
328 Salem Ave. 
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PORTS 


the average general surgeon has probably never seen it. 
A check of medical literature reveals that only 31 cases 
have ever been reported. 

To the surgeon who is performing thyroid surgery, 
the possibility of operating in the presence of hemiapla- 
sia is important because of the danger of inadvertently 
removing the patient’s entire thyroid gland. This dan- 
ger is further increased by the fact that absence of the 
left lobe #s seven times as frequent as absence of the 
right, and it seems to be a universal practice in thyroid 
surgery to start the operative procedure on the right 
stde. Therefore, the surgeon might detach the blood 
supply to the right lobe before becoming aware that the 
left lobe was not present.’ 

Total aplasia of the thyroid gland is believed to be 
incompatible with life; hemiaplasia, however, is com- 
patible with life in the fetus and infant. There are two 
basic pathologic conditions where absence of one lobe 
of the thyroid gland exists: one is the acquired type, 
which is degenerative rather than aplastic; and the 
other is the congenital hemiaplastic form. The acquired 
type is the result of destruction of one lobe of the gland 
in the fetal period or early infancy from cystic degen- 
eration, infection, or avascular necrosis. In these in- 
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stances there is usually evidence to show that a lobe has 
existed in some form. 

Congenital hemiaplasia has been attributed to a de- 
velopmental failure of the contributions from the ulti- 
mobrachial bodies.1 These bodies are the embryologic 
origins of the lateral lobes. Another theory is that it 
is due to failure of the median tract to bifurcate and 
develop into the two lateral lobes.” 

Some patients with the congenital or aplastic va- 
riety have been found at the time of surgery to have 
thyrogenic cysts at the site of the aplastic lobe. In the 
lobe which is present, there have been found such 
pathologic entities as adenomas and cysts with imma- 
ture fetal-type cells.° The case history which is pre- 
sented in this paper is one of a fetal adenoma in the 
left lobe of the thyroid gland. 

Most cases of hemiaplasia are not diagnosed as 
such until surgery. Physical examination leads to a 
correct diagnosis in some cases, but unless the abnor- 
mality in contour is detectable by palpation, the condi- 
tion is missed. The lobe which is present often lies 
past the midline and a cyst or adenoma on one side may 
further confuse the issue. Hemiaplasia in itself does 
not give rise to any symptoms. 

In cases where there is a suspicion of absence of 
one lobe, one may seek the aid of the radioactive isotope 
of iodine, I'*'. This substance is taken up by the thy- 
roid gland and any aberrant thyroid tissue which may 
be present. After giving a dose of 100 microcuries 
by the oral route, a 24-hour period is allowed for maxi- 
mum concentration in the gland. After the 24-hour 
period, a Scintiscanner is passed over the surface of 
the neck, upper thorax, and lower half of the skull. 
This apparatus picks up the radiation emitted by the 
I'** from the thyroid tissues, utilizing a device similar 
to a Geiger counter, and traces an outline of these tis- 
sues on paper. The thyroid gland and aberrant thyroid 
tissues are mapped out on the paper in their true 
anatomic pattern; no other tissues in the body retain 
I'%t and emit radiation after this 24-hour waiting 
period. 


Case report 


A 53-year-old ambulant white woman was admit- 
ted to the hospital with a chief complaint of a dull pain 
and an enlargement of the left lobe of the thyroid 
gland. The onset of this complaint was about 4 months 
prior to this admission. A provisional diagnosis of a 
solitary adenoma of the left lobe of the thyroid was 
given; it was also entertained that this could possibly 
be a malignant lesion. No therapy of any kind had 
previously been prescribed. It was decided that surgi- 
cal removal of the tumor mass was in order, not only 
for relief of the symptoms, but also to prevent the 
mass from undergoing malignant changes. 

The patient was in the euthyroid state, but mild 
degrees of nervousness had existed for a period of 
years, and a weight loss of about 10 pounds had oc- 
curred in the last year. The latter was presumed to 
be due to additional work at home. There was no loss 
of appetite. The past personal and family histories 
were noncontributory. Fourteen years prior to this 
admission, the patient had had a panhysterectomy, 
bilateral salpingo-oophorectomy, appendectomy, and 
cholecystectomy. Since this operation, she had been in 
good health except for the present complaint. The his- 
tories of the various bodily systems were noncontribu- 
tary. The patient had never been pregnant. 
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Physical examination revealed a blood pressure of 
140/80, a pulse rate of 88 beats per minute, and a 
respiratory rate of 16 per minute. The patient weighed 
110 pounds and was 5 feet 8 inches in height. A mass 
which appeared to be approximately 2 cm. in diameter 
was palpable in the midportion of the left thyroid lobe. 
The gland was painful to palpation, but was freely 
movable. No lymphadenopathy was noted anywhere. 
At the time of the examination, the right thyroid ap- 
peared to be normal. 

The heart was negative for murmurs or thrills, but 
there was an accentuation of the second mitral sound. 
The heart appeared to be of normal size. Physical ex- 
amination of the head, nervous system, abdomen, 
thorax, and extremities showed no abnormalities except 
for the presence of small external hemorrhoids and 
mild varicosities of both legs. 

The presurgical laboratory tests revealed a low 
specific gravity of the urine and a slight normocytic 
hypochromic anemia. The blood sedimentation rate 
was 5 mm. per hour. Blood chemistries were as fol- 
lows: urea nitrogen, 10.5 mg. per 100 cc.; sugar, 109 
mg. per 100 cc.; cholesterol, 227 mg. per 100 cc.; and 
cholesterol esters, 142 mg. per 100 cc. The protein- 
bound iodine was 4.4 micrograms per 100 cc., and the 
patient’s basal metabolism test gave a reading of plus 
four. A presurgical chest roentgenogram revealed noth- 
ing abnormal. 

This patient was sent to surgery where a resection 
of the adenoma in the left lobe of the thyroid was per- 
formed under general anesthesia. At the time of oper- 
ation several anatomic abnormalities were noted, in- 
cluding absence of the pyramidal lobe and isthmus of 
the gland as well as aplasia of the right lobe. The rib- 
bon muscles on the right side of the neck were ab- 
normal in that their attachments were to the tracheal 
rings rather than to the thyroid cartilage. No aberrant 
thyroid tissue was found on a thorough inspection of 
the neck, nor were any thyroglossal cysts found. The 
left lobe of the gland extended a little past the midline 
of the neck and was about one and one-half times the 
size of a normal glandular lobe. The adenoma was 
found to lie in the center of the lobe and measured 
about 2 cm. in diameter. Palpation showed no fixation 
of the gland to the surrounding structures. The lobe 
did not appear to have undergone malignant change, 
and the adenoma was benign on gross inspection. The 
report of the pathologist gave a final diagnosis of an 
adenoma of the fetal variety. 

It has been about a year since this patient was 
discharged and she has made a normal recovery without 
any complications. She has complete relief of her pre- 
vious symptoms and is in good health. 


Conclusion 


This apparently is a case of congenital hemiaplasia 
of the thyroid with absence of the pyramidal lobe and 
the isthmus. Because there were no remnants of a 
fetal origin or a degenerative process in the absent side, 
and because of the abnormal muscular attachments, the 
diagnosis of aplasia seems valid rather than that of a 


degenerative acquired condition. 
6639 Lotus Rd. 
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I o pate 34 cases of Salmonella osteo- 
myelitis in patients with sickle cell anemia have been 
reported.4? Special attention has been given to the 
relationship between the two entities,? and Silver and 
coworkers? state that osteomyelitis as a complication of 
Salmonella infections is comparatively rare, occurring 
in less than 1 per cent of all cases. 

The sickie cell trait (A and S hemoglobins) occurs 
in approximately 9 per cent of American Negroes,* and 
from 2.5 to 3.8 per cent of these have sickle cell anemia 
and are homozygous for S hemoglobin.® 

It is the purpose of this paper to present an addi- 
tional case of Salmonella osteomyelitis in a patient with 
abnormal hemoglobin S disease (sickle cell anemia). 


Report of case 


An 8-year-old Negro boy was admitted to the Still 
College Clinic on October 16, 1957, with a history of 
generalized bone pain that had been present since he 
was 3 years old. Within the past 3 weeks the pain had 
became quite severe in the area of the knees, and the 
joints had become swollen and hot. Fever had been con- 
stant, reaching a peak of 104 F. 

The boy had just been released from another hos- 
pital where blood cultures had been positive for Sal- 
monella and x-ray examination had revealed osteomye- 
litis of the lower extremities. He had been given 
chloramphenicol. 

When examined, his temperature was 100 F. and 
his pulse rate 112. Both knee joints were swollen and 
hot, and there was limitation of motion due to pain. 
The liver was palpable to just above the iliac crest. The 
spleen was palpable 4 cm. below the costal margin. 
Findings from the remainder of the examination were 
not remarkable. 

Laboratory examination of the blood showed: 
erythrocytes 3,340,000; hemoglobin 8.2 grams per 100 
cc.; leukocytes 9.950, 53 per cent segmented neutro- 
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phils ; 41 per cent lymphocytes ; 4 per cent eosinophils, 
and 2 per cent basophils. Studies of a blood smear 
showed numerous target cells, anisocytosis, and poikilo- 
cytosis. The antistreptolysin O titer was 1:320, and 
agglutination titers for typhoid O and H antigens were 
1:640 and 1:1280 respectively. Cultures of blood and 
feces grew out Salmonella panama. The sickling prepa- 
ration using 2 per cent sodium bisulfite as a reducing 
agent was positive, with approximately 100 per cent of 
the erythrocytes sickled. Electrophoresis of hemoglobin 
showed 100 per cent hemoglobin S. 

X-ray examination (Fig. 1) showed some minor 
distention of the bony cortex with periosteal reaction 
of the right fibula. The proximal end of the left tibia 
showed intermittent distention and periosteal reaction 
characteristic of osteomyelitis. The fibula on this side 
was also involved. Minimal striation pattern of the 
inner table of the skull, characteristic of | sickle-cell 
anemia, was present. 

The patient was given chloramphenicol 1,000 mg. 
orally per day. 

On October 25, the patient was examined again. A 
small mass was present over the inner medial surface 
of the left leg just below the knee. It was erythematous, 
warm, and painful. The erythrocyte count was 4,120,- 
000, the hemoglobin 11.75 grams per 100 cc., and the 


Fig. |. X-ray of left tibia and fibula showing areas of bone destruction. 
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leukocyte count 9,950. The differential count was 41 
per cent lymphocytes, 53 per cent segmented neutro- 
phils, 4 per cent eosinophils, and 2 per cent basophils. 
Blood smear study showed numerous target cells. Cul- 
tures of blood and feces were negative for Salmonella 
panama. X-ray examination revealed some healing of 
the involved areas of the legs. 

The patient was next seen on November 1. The 
mass on the leg had ruptured and was draining puru- 
lent material. Cultures of the material were sterile. 

On December 10 the patient appeared markedly 
improved. The leg pain was gone, and the purulent 
drainage had ceased. The erythrocyte count was 3,950,- 
000, the hemoglobin 12.05 grams per 100 cc. The leu- 
kocyte count was 6,150. The differential count was 54 
per cent lymphocytes, 41 per cent segmented neutro- 
phils, + per cent eosinophils, and 1 per cent basophils. 
blood smear examination showed numerous target cells. 
Cultures of the blood and feces were negative for Sal- 
monella organisms. Agglutination titers for typhoid O 
and H antigens were 1 :320. X-ray examination (Fig. 
2) showed healing of the osteomyelitic lesions. 

At no time while the patient has been under our 
care was there evidence of crisis severe enough to war- 
rant transfusion. His general physical condition ap- 
peared good. 


Fig. 2. X-ray of left tibia and fibula showing healing of bony lesions after 
approximately 10 weeks of chloramphenicol therapy. 


Discussion 


Osteomyelitis is rarely caused by Salmonella.** It 
appears more than coincidental that Salmonella osteo- 
myelitis may be present in conjunction with sickle cell 
anemia. All cases so far reported have occurred in 
Negro children or young adults.* 


Salmonella paratyphi B and Salmonella typhimu- 


rium accounted for 67 per cent of the infections in one 
series reported.’ We have seen no other references to 
Salmonella panama as the etiologic agent in the com 
bination of osteomyelitis and sickle cell anemia. 

The clinical similarity of sickle cell crisis and 
acute osteomyelitis may confuse the issue. Pain, swell- 
ing of the extremities, fever, and leukocytosis may 
occur in both. Roentgenographically, the bony changes 
may be indistinguishable. 

There are three main types of clinical manifesta- 
tions of Salmonella infection: gastroenteritis, enteric 
fevers, and localizing foci in one or more organs ac- 
companied by septicemia. The diagnosis depends upon 
isolation of the organism from blood, feces, or urine, 
and/or upon the demonstration of a rise in titer of the 
specific eirculating antibodies for a given organism. 

Historically the diagnosis of sickle cell anemia has 
been based upon demonstration of the sickling of 
erythrocytes under conditions of reduced oxygen ten- 
sion, using a coverslip sealed with Vaseline over a drop 
of blood in saline. In our laboratory the addition of a 
few drops of the reducing agent, 2 per cent sodium 
bisulfite, has given excellent results. With the advent of 
filter-paper electrophoresis, it has been demonstrated 
that abnormal hemoglobin S disease exists in two vari- 
eties : the sickle cell trait and sickle cell anemia. 

The sickle cell trait occurs in heterozygous indi- 
viduals, and the amount of sickle cell hemoglobin varies 
from 24 to 45 per cent of the total. The remainder is 
hemoglobin A. 

Sickle cell anemia occurs in homozygous individ- 
uals, and the bulk of the hemoglobin (60 to 98 per 
cent) is S. The remainder is fetal hemoglobin (F hemo- 
globin ).* 

Diagnosis begins with electrophoretic determina- 
tion of hemoglobin of the patient and his family, since 
abnormal hemoglobin disease follows the laws of hered- 
ity. Chart I shows the inheritance of abnormal hemo- 
globin S in our patient. 


Treatment of sickle cell anemia is limited to pal- 
liative management. Crisis is treated by multiple trans- 
fusions. Splenectomy is indicated only for massive 
enlargement. The prognosis is poor.** 

Chloramphenicol appears to be the antibiotic of 
choice in Salmonella osteomyelitis. Therapy over a pe- 
riod of months seems to be the rule, and recovery is 
slow. 

Reasons for the apparent tendency for Salmonella 
osteomyelitis and sickle cell anemia to occur simul- 
taneously are unknown. It has been postulated that 
capillary thrombosis in the gastrointestinal tract may 
predispose to infection of bone.* Bone marrow inva- 
sion, generalized debility, and/or autosplenectomy may 
play a 


Summary 


A case of Salmonella osteomyelitis and abnormal 
hemoglobin S disease is reported. Diagnosis and treat- 
ment are briefly discussed. 
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The treatment of 
paralyses with hypnosis* 


HAROLD E. HIGLEY, D.O. 
Chairman, Department of Psychiatry 


Des Moines Still College of Osteopathy and Surgery 
es Moines, Iowa 


A. THE DES MOINES Still College, our in- 
terest in the therapeutic use of hypnosis was stimulated 
last year by our success in treating postpoliomyelitis 
aphagia and a postapoplectic syndrome. 

Case 1. A 14-year-old white girl had been under 
care at the college clinic for problems primarily revolv- 
ing about her inability to swallow ever since she had 
bulbar poliomyelitis at the age of 5 years. Nutrition 
was maintained by tube feeding through a gastrostomy 
opening in the abdominal wall. 

Neurologic examinations had all been negative for 
demonstrable organic residua following poliomyelitis. 
The girl had spent two summers at the Rehabilitation 
Center of Bellevue Hospital in New York City under 
the auspices of the Infantile Paralysis Foundation. 
Rehabilitation efforts and psychotherapy had been di- 
rected primarily to improving her adaptation to the 
disability. However, because of repeated negative neu- 
rologic reports from various members of the college 
clinic staff as well as numerous other physicians, the 
diagnosis remained functional aphagia. 

It was felt that perhaps the secondary gains of the 
disability might be a contributing factor, but psychiat- 
ric investigation revealed no evidence to support this 
hypothesis. Hypnotherapy was suggested; this was 
eagerly sought by the family but received with some- 
what less enthusiasm by the patient. However, she 
proved to be a very suggestible subject with very little, 
if any, apparent secondary gain mechanisms demon- 
strable under questioning in a hypnotic trance. 

After several training sessions, hypnotic regression 
to a pre-illness age of 4 years was achieved and the 
repetition of eating experiences at that age were 
achieved first in fantasy and later in actuality, accom- 
plishing first the swallowing of water and later the 
actual eating of food. 

After two or three such sessions, posthypnotic 
suggestion was given that the patient would again 
resume eating at home in full consciousness whenever 
she so chose. The next day after the posthypnotic sug- 
gestion was offered, the patient swallowed a small 
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amount of food at home for the first time in some 9 
years. Subsequent repetition and reinforcement of the 
posthypnotic suggestion was given in one or two fur- 
ther sessions. during which time the ease of eating and 
swallowing progressed fairly rapidly. 

Two weeks later, the patient was hospitalized for 
closure of the gastrostomy wound. Her subsequent 
course has been uneventful and eminently satisfactory 
to herself, her family, and of course to her physician. 

Case 2. An 18-year-old white male was seen for 
the complaint of aphagia following an episode of bulbar 
poliomyelitis 5 years previously. There were no residua 
except the inability to swallow. 

Following recovery from the acute phase, intra- 
venous and Murphy drip feeding had been utilized, 
resulting in considerable weight loss and weakness 
from inadequate nutrition. The patient had been taught 
the use of a gavage tube and had been discharged after 
5 weeks’ hospitalization. From that time the tube had 
been utilized continuously, since the patient was com- 
pletely unable to swallow food or even his saliva. 
This latter necessitated the constant use of handker- 
chiefs, and his pillow was frequently quite moist in the 
morning. 

Psychiatric survey revealed no apparent areas of 
secondary gain in this young man of essentially normal 
personality structure. 

Hypnotherapy was begun with much greater en- 
thusiasm on the part of both patient and therapist than 
in Case 1; however, this patient proved much more 
resistant to the induction of hypnotic trance than the 
first and was essentially able to operate only in the 
limited range pertinent to his disability. The patient was 
not readily amenable to posthypnotic suggestion or to 
positive or negative hallucinatory experiences. 

Age regression to a pre-illness level was satisfac- 
tory only in working with phenomena revolving about 
the process of eating experiences, which the patient was 
able to reproduce with some degree of satisfaction. 
After several hypnotherapeutic sessions during which 
the swallowing of food and fluid was accomplished in 
fantasy during age regression, these procedures were 
finally accomplished in actuality. Posthypnotic sugges- 
tion of recovery of memory of these episodes and the 
pre-illness mechanisms involved in swallowing were 
then given, together with the suggestion that when the 
patient wished to do so he would start utilizing these 
abilities in full consciousness. 

The patient followed these posthypnotic sugges- 
tions, much to his own amazement and gratification, 
fairly rapidly resumed the practice of eating and swal- 
lowing normally, and soon discarded use of the gavage 
tube. Follow-up has demonstrated satisfactory resolu- 
tion of the problem. 

Case 3. A 56-year-old woman was seen in the 
neurology clinic with a complaint of spastic paraplegia 
following a “stroke” 5 years previously. 
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The patient’s general health was satisfactory ex- 
cept for the persistence of hypertension. The gait was 
characterized by the typical spastic circumduction and 
rigidity of the left leg in walking. The left arm was 
maintained in an attitude of flexion at the elbow joint, 
and there was extension of the wrist and metacarpals 
with severe flexion and spasticity of the distal pha- 
langes. Considerable limitation in the range of motion 
at the shoulder joint was demonstrated. 

Physical examination revealed a middle-aged wom- 
an who had adapted well to the deformities inherent in 
her vascular accident. She had accepted these limita- 
tions and was making the best of them, and managed 
to maintain a cheerful and optimistic attitude. She was 
very cooperative and willing to submit to any procedure 
which might be of benefit to her. She proved to be a 
fairly suggestible hypnotic subject who achieved a 
reasonably satisfactory level of trance, and gradually 
improved her capacity as a hypnotic subject so that 
after several sessions she was able to achieve both posi- 
tive and negative hallucinations. Under age regression 
to a pre-illness level, the patient was instructed to go 
through various activities utilizing the spastically in- 
volved extremities. In these first efforts some confusion 
was apparent, probably related to the difficulty asso- 
ciated with the organic components of her deformity. 
Posthypnotic suggestion was given that upon awaken- 
ing she would be able to remember how she had used 
the extremities prior to her illness and that the relaxa- 
tion and extended range of motion which had been 
possible for her to achieve in the trance state, particu- 
larly regarding the spastic deformity of the left hand, 
would tend to persist. 

The patient was seen weekly for repetition of 
essentially the same procedures, with the hope of 
achieving reinforcement of the posthypnotic sugges- 
tion. These efforts were rewarded by diminished spas- 
ticity and an improved range and efficiency of motion 
in the left arm and hand. The fingers which had pre- 
viously been relatively useless because of the spastic 
rigidity in flexion gradually became sufficiently flexible 
and mobile so that the patient could use the fingers 
individually, rather than using the hand as a unit as 
she had previously. 


Some reduction of the intensity of the circumduc- 
tion of the left leg was also noticed. Especially significant 
was the development of muscle soreness in the left leg, 
which suggested that the pattern of muscular activity 
was altered sufficiently to change the amount of effort 
exerted by the individual muscles. 

Major deformity persisted, of course, but the 
patient reported gratification at the reduced fatigue and 
the increased usefulness and range of activity of the 
extremities. 


. P In order to help their patients recover from a dis- 
° ability, all practicing physicians must ask themselves, 
ps “How is this patient sick?” and “How sick is he?” In 
$ many patients, the pathogenesis and the effective methods 
s of treatment are relatively obvious, whether the disorder 
° is an infectious disease, a new growth or a depressive 
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Personality patterns seen in general practice 


Discussion 


Sister Elizabeth Kenney spoke of muscle spasm 
and muscle pain as being very significant factors during 
the acute phases of poliomyelitis; she advocated their 
alleviation through the use of hot packs. The end re- 
sults of the acute syndrome she described as “mental 
alienation of muscle” producing incoordination of 
muscle function.’ This concept can be rationalized in a 
statement by Cameron and Magaret? that “Human 
learning in complex or unstructured situations often 
involves the sudden reorganization of ongoing behavior 
into new patterned sequences which then persist.” 

In the acute phase of poliomyelitis, pain is con- 
siderably exaggerated by attempts to use the involved 
muscle. Thus the motivation not to use or to paralyze 
the painful musculature is readily apparent; paralysis 
becomes a gainful procedure. The persistence of this 
gainful paralysis is consistent with the quoted concept 
of the learning process. 

In the flaccid stage of paralysis following a cere- 
bral vascular accident, the “mental alienation” process 
could very conceivably again be operating. Then in the 
recovery phase, spastic paralysis sets in and the in- 
volved muscles become painful. Since this. pain is ac- 
centuated by motion, the secondary gain of avoidance 
of pain through paralysis becomes apparent. When the 
paralysis is learned as a gainful method of avoiding 
discomfort, this pattern of attitude and behavior then 
tends to persist. 

Through the modality of hypnotic regression it 
appears that it is possible to recover the more normal 
and useful patterns of behavior after the secondary 
gains of avoidance of pain have been eliminated through 
recovery from the acute phase of the inflammatory or 
hemorrhagic condition. The usefulness of the recovery 
of more normal muscle functioning provides motivation 
for reincorporation into the muscle action patterns of 
the elements which have not been organically destroyed 
through the pathologic process. The technic of hypnotic 
regression is utilized as a method of recovering old, 
previously utilized, and well-known action patterns, 

thus obviating the necessity for new learning as utilized 
in the currently popular technics of rehabilitation. 

Further investigation of this procedure is antici- 
pated, and its utilization by others to broaden the range 


of inquiry is advocated. 
720-722 Sixth Ave. 
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state caused by a severe disappointment. In ‘a case in 
which the patient’s personality strongly colors the clinical 
picture, careful physical and psychiatric examinations are 
required in order to make a sound diagnosis and to de- 
termine a plan for treatment.——Henry W. Brosin, M.D., 
Postgraduate Medicine, January 1958. 


Journat A.O.A. 


| 
| 

| 

| 

= 


JOURNAL 


of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


Editor RAYMOND P. KEESECKER, D.O. 


Associate Editor KATHERINE BECKER 


This periodical is the official publication of the 
AMERICAN OSTEOPATHIC ASSOCIATION 


CARL E. MORRISON, D.O. 
TRUE B. EVELETH, D.O. 
WALTER A. SUBERG 


President 
Executive Secretary 
Business Manager 


“Close to being its right hand” 


An editorial report on the Auxiliary 
to the American Osteopathic Association 


In his message of the month published in the Janu- 
ary JouRNAL, President Carl Morrison called the pro- 
fession’s attention to a group which, “. . . while not 
actually a part of our professional organization comes 
close to being its right hand—the Auxiliary to the 
American Osteopathic Association.” He pointed out 
that his judgment of its worth was based on more than 
5 years of close observation. The President then added 
this straightforward comment: 


The A.A.O.A. is a pillar of strength to osteopathy, but its pro- 
gram is not widely known and its usefulness not fully appre- 
ciated by our profession. The work that the Auxiliary has 
done in the past has plowed the ground for much of what we 
are accomplishing today. As I listen to the plans and prospects 
for the futuré, I realize that the members are plowing ground 
for tomorrow. The Auxiliary is a group of serious-minded, 
practical people whose contribution to osteopathy has become 
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much more than a selfish consideration of its needs because of 
the values that may accrue thereby. These women see osteop- 
athy as a service to humanity. 


Those who know Dr. Morrison best appreciate that he 
does not pass so unqualified a judgment lightly. 


In the more than 20 years since the A.A.O.A. be- 
came an organization, it has grown slowly and steadily 
year by year in purpose and in power. The President’s 
tribute is in complete accord with the measured opinion 
of present and many former members of the Board of 
Trustees, all of whom have had an opportunity to ar- 
rive at their own estimate of the part that the A.A.O.A. 
has come to play in the development of the profession. 

The fact is, however, that despite the measured 
judgment of those in a position to review the evidence, 
in the field the usefulness of a national auxiliary to the 
American Osteopathic Association is often questioned. 
Paradoxically, the question is more often raised—and 
still more often implied by attitude—by local groups 
made up of women devoted to the best interests of os- 
teopathy than by women who make no effort to advance 
osteopathy as a health agency. Criticism of the A.A.O.A. 
most often comes from local auxiliaries themselves, 
even to the point that some doubt the worth of their 
affiliated relationship to their national body. Such aux- 
iliaries are usually engaged in helping a community 
hospital to meet its own medical needs. These are sin- 
cere leaders who question the value of a national aux- 
iliary, and they make good case for their position. 

Those dissenting from the program of the Auxil- 
iary to the American Osteopathic Association have a 
common language: Our time, energy, and money are 
imperative to reach our goal, that is, our hospital. Our 
doctors must have an adequate workshop through which 
they can meet the medical needs of our community. 
How can we spare money to support a national or- 
ganization that answers none of our needs? Every cent 
of our money and all of our effort are needed at home. 
As to the A.A.O.A. public relations program—our own 
doctors are our best public relations. We will help our 
men to fulfill their practice obligations to the commu- 
nity; osteopathy needs no other introduction in our 
neighborhood. 

The osteopathic physicians of the community are 
not in a position to disagree with these splendid women, 
whose desire is to push forward locally to goals that 
coincide with those of the doctors themselves. These 
doctors, however, may know nothing of the larger goals 
of their profession, or of its national auxiliary, whose 
first order is to aid in the push to attain these goals. 

It is a truism that individuals and groups, pressed 
by their own immediate needs, tend to become impa- 
tient with their own national bodies. Such persons are 
often unselfish and socially minded, and they are intel- 
ligent. In the middle of a wood, they are unaware of 
the forest; they see only the trees they must protect. 
In their good intention to protect their trees the idea 
that these trees are only a part of the forest does not 
occur to them. Yet, fail to protect the forest, and the 
day will come when they will have no trees! For the 
moment let us step out to the clearing, where the forest 
can be seen. 

This report is an attempt to point out the worth 
of the A.A.O.A. to the D.O. himself, his D.O. wife, 
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and others that join with them in expending themselves 
on behalf of community medical needs channeled 
through osteopathic sources. 

Criticism aside, let us assume that the American 
Osteopathic Association to which the Auxiliary is an 
aid, is fulfilling to a reasonable degree its obligation to 
meet its proportionate share of the major health needs 
of Americans through the services of osteopathic physi- 
cians. In accomplishing this, the A.O.A. has grown 
into a strong, tightlyknit, broadly experienced, and 
time-tested national group, wielding influence and ex- 
erting power within its purpose and function. As the 
spokesman of a profession, the A.O.A. is the represen- 
tative of the doctor of osteopathy through whom he 
speaks as an authentic person. His A.O.A. membership 
is a reasonable guarantee to the public that he is what 
he purports to be. It is to such an organization as this 
that the A.A.O.A. serves as a right hand. 

A life sketch of the Auxiliary to the American 
Osteopathic Association reveals it as a slow-growing 
organization approximately 20 years of age. It has had 
a sound growth, toughened by a long uphill struggle. 
It was somewhat of an upstart, cradled in doubt by its 
parent body, the A.O.A. 

The A.A.O.A, had to hammer out its major pur- 
pose in terms of policy and program in order to identify 
itself for itself; as all organizations worth a whit to 
society must first do. It also had to make its purpose 
clearly understood to the responsible area of the pro- 
fession, the Board of Trustees of its parent body. 
Without question, the Auxiliary has achieved a high 
degree of success with its first two objectives. Now it 
is in the process of identifying itself to the wives of 
osteopathic physicians and to the profession at large. 
In this endeavor the Auxiliary serves a purpose greater 
than its own. It has become a factor in restoring to the 
profession a restoration sorely needed, the sense of 
continuity and stability necessary to its continued 
growth and development as a school of medicine. 

One can measure A.A.O.A. development within 
the last decade by its own growth rings. Within its 
first half-decade of life, the Auxiliary was felt by the 
A.O.A. to be in the main a social body. While men 
were busy with the business of the Association itself, 
the members of the A.A.O.A. could be busying them- 
selves to their own purposes, not too essential in rela- 
tion to osteopathy. Within a decade, however, recogni- 
tion, perhaps somewhat grudging recognition, was 
accorded the Auxiliary as a body of considerable use- 
fulness in forwarding the purposes of the profession. 
That recognition became cumulative until, within the 
last 5 years, the Board of Trustees of the A.O.A. has 
come to acknowledge that the Auxiliary is an organiza- 
tion of influence and power, dedicated to forwarding 
osteopathy as a healing art agency. Now grown up, 
the Auxiliary to the American Osteopathic Association 
is in general usefulness to the osteopathic movement 
second only to the A.O.A. itself. To speak of this 
organization in terms other than of its high purpose, 
its practicality, and its concrete achievement of pur- 
pose is to malign it. To accord it other than respect 
and appreciation reveals persons not well informed—to 
speak charitably. 


How can the Auxiliary to the American Osteo- 
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pathic Association at this period best be described? It 
is essentially a coordinating agency, rendering a service 
that no other comparable group can render at all levels 
of the organized profession—national, state, and com- 
munity. It is the A.O.A.’s best single sponsor and in- 
terpreter of its many projects. Its relationship to local 
auxiliaries is not different from that of the A.O.A. to 
its own state, district and local societies. 

The A.A.O.A. helps its local auxiliaries avoid a 
feeling of preciousness and the isolation that charac- 
terizes local groups having no national guidance. The 
Auxiliary, therefore, is indispensable as a coordinating 
group to local auxiliaries, so challenged by their obliga- 
tion to osteopathy in the community that without it they 
set themselves apart from the rest of organized osteop- 
athy, forgetting or never knowing that A.A.O.A. pro- 
grams are all-embracing, ranging from O.P.F. to schol- 
arships, from Christmas seals to student loans, and 
from hospital guilds to a project with students’ wives 
that is a far-seeing venture in education. 

Such a listing as the above may strike the reader 
as a potpourri—a mixture without meaning, but the 
role of a national auxiliary in osteopathy is much big- 
ger than any massings of its projects. In this editorial 
report it seems good to emphasize two—the Students’ 
Wives project and the National Osteopathic Guild 
Association. 

The A.A.O.A. through its sponsorship of Stu- 
dents’ Wives groups (there is one in every college) 
led by the Auxiliary’s S.W. Counselor is actually con- 
ducting a training school for the wives of student- 
physicians. The rapid growth of each of these groups 
and the unbounded enthusiasm of the young wives for 
them are evidence of the need that the project fills. 
That their enthusiasm is not a whipped-up fervor is 
attested by the Counselor who points out that it is 
even difficult to be objective in reporting on these 
groups, so widespread is the inspiration radiated by 
their members. Almost all students’ wives are em- 
ployed, but they come out en masse to evening meet- 
ings, after a day of employment combined with house- 
keeping duties, to meet the Counselor. Deeply serious 
and full of questions, each is concerned with prepara- 
tion for the role she will assume as the wife of an 
osteopathic physician. 

Among these student-physicians’ wives are those 
of interns and residents. Every Students’ Wives or- 
ganization lends psychologic strengths and securities 
beyond measure to its members and gives them a 
breadth of their husbands’ profession that will eventual- 
ly spill over to renewed strengths for the osteopathic 
movement itself. 

The initiation of hospital guilds composed of lay 
women who direct their efforts to the benefit of local 
osteopathic hospitals became an inevitability, once it 
was evident that the major purpose of a national aux- 
iliary to the A.O.A. was entirely different in function 
from that of a hospital group. What some thought 
was an issue became one artificially because the pur- 
poses of the essential groups were not clearly defined 
and separated. It became a problem of “division of the 
question.” That fact is beginning to be seen, but is not 
yet seen in every situation. 

Now there are eighteen guilds, and more are form- 
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ing. These guilds have been organized nationally as an 
autonomous body, sponsored by the A.A.O.A. The 
National Osteopathic Guild Association held its third 
annual meeting in December 1957. Vitally important 
as strong guilds are to osteopathic hospitals, these guilds 
are becoming even more significant because they have 
shown clearly that their concerns are too broad to be 
confined to a local situation. They are keenly interested 
in the profession and its attempts to meet a nation’s 
health needs. The N.O.G.A., small as is its beginning, 
is even more significant when seen for what it is—the 
first effort of organized lay support for osteopathy on 
a national scale. Here is a new kind of vitality not 
reckoned with by those who see osteopathy as a passing 
thing. 

This evaluation of the Auxiliary to the American 
Osteopathic Association holds no implication that it is 
a body beyond criticism. If that were implied, its gov- 
erning body would indignantly reject the suggestion. 
They are too self-analytical and practical for fulsome 
praise. Among the many documents that come to the 
desk of the Editor of the American Osteopathic Asso- 
ciation in the past year, none has been more inspiring 
than the Auxiliary’s “Semi-Annual Report to the 
A.O.A. Board of Trustees,” dated December 1957. 
Highly critical, even of its organizational structure, 
down-to-earth factually, discriminatingly detailed but 
not plateau-like, properly proud of their accomplish- 
ments thus far, convinced of the worth of its objec- 
tives but disturbed by the pace toward which it moves 
to their realization—the report, unlike many similar 
statements, shows no evidence of complacency and no 
loss of vision. All of the criticisms that have been 
made of the Auxiliary, and there are justified criti- 
cisms, are better made in their own report, accompanied 
as it is with the will to do something about these weak- 
nesses and to struggle for self-correction.. 

The word “struggle” is used here advisedly. 
Struggle is fundamental to the human situation. Both 
individuals and social bodies are destined to conflict for 
life. Beset on one hand by a “Yes” and on the other 
by a “No,” there emerges from conflict an answer that 
will determine the ultimate worth of either the individ- 
ual or a society—“‘society” reaching out to embrace the 
state, the nation, and all of mankind. He who would 
understand and evaluate small groups will be able to 
do so to the degree that their efforts are placed within 
the total picture of man’s efforts to determine his 
larger goals. The human situation of the moment be- 
comes trivial only when its inferences are disregarded. 
The osteopathic movement in medicine, so long com- 
manding to so many, becomes a little thing when given 
no perspective, backward and forward. 

The Auxiliary of the American Osteopathic Asso- 
ciation in itself, both full of strength and beset with 
weaknesses, stands as a tribute to modern woman 
working collectively for high social purposes. The an- 
swer to its particular achievement is not that it obtains 
because they are modern women, who as such, are re- 
markably capable; the answer is that they have been 
greatly challenged by the osteopathic situation today 
and that they are making a remarkable response. To 
this observer more than 5 years of study reveals that 
the high value of their response is relational. The 
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A.A.O.A. is concerned with little unrelated and uncon- 
nected to its major purpose. The connections that it 
makes, project to project and projects to a total pro- 
gram, are in turn cognate to a high social purpose— 
improvement of the health of the American people. 
The result is that the connections between its activities 
are organic; they are not forced or merely verbal. Seen 
in breadth, the organization challenges its ablest critics. 

There are many doctors of osteopathy who do not 
take membership in their profession lightly nor do they 
disregard its social obligation. There is a coinheritance 
here between man and movement that has yet to be de- 
fined and that is not present to the same degree in the 
profession of medicine. This is the principle that keeps 
osteopathy a vital and living thing. Defined negatively 
and delimited, the principle is in no way related to cer- 
tain pet phrases such as “heritage” and “contribution” 
and “osteopathic concept” which have become a profes- 
sional stock-in-trade. 

More than any other group standing in an affiliate 
relationship to osteopathy, even more than the Associa- 
tion itself, the national Auxiliary seems to have cap- 
tured a principle fundamental to the stability and con- 
tinuity of the osteopathic movement. It is as an aid to 
those physicians who do not take the Auxiliary to the 
American Osteopathic Association lightly that this 
studied evaluation is presented here. Its reporting in 
the columns of THE JouRNAL in connection with an 
observation by the President of the American Osteo- 
pathic Association should attest to the fact that the 
report is not lightly made. If as an acknowledgment, 
this evaluation seems overdue, it is so only that it might 
carry a strong emphasis. 

To some this report may seem an overstatement. 
Actually this is a report of an act of faith. The very 
existence of the A.A.O.A. is an act of faith. Acts of 
faith do not plaster the billboards of America. They 
tend to be concealed and rightly so. A century and a 
half ago a great statesman friendly to a then emerging 
republic wrote that to find a concealment is to make a 
discovery. To some this report may lead to a discovery ! 


Basic matters 


The loss to medicine by the death of Alan Gregg 
was made a matter for comment in the June 1957 Jour- 
NAL. In that connection Dr. Gregg’s “Challenges to 
Contemporary Medicine,” published in late 1956, was 
reviewed and highly recommended to all osteopathic 
leaders and educators. The reviewer noted that the 
monograph would become even more significant if it 
should prove to be Dr. Gregg’s last published work. 

Since then, however, the University of Chicago 
Press has published a posthumous collection of Gregg 
lectures, many of which had been addressed over the 
last decade to young men and women graduating as 
doctors of medicine. The volume offers eleven writings, 
obviously prepared with the great care that formal oc- 
casions demand of informal presentations; in this in- 
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stance, the end-product is the Gregg style of wisdom 
and humor and high faith distilled with crystal clear- 
ness. Among its titles are Creativeness in Medicine, 
On the Reading of Medical Literature, and Emergent 
Ability. All of the lectures tie in with the last chapter 
of “Challenges to Contemporary Medicine” entitled 
The Natural History of the Doctor. 

Although addressed to the young physician, these 
essays would constitute a wonderful evening’s reading 
for the mature doctor, frayed by the day’s duties and 
in need of the kind of refreshment for which he looks 
to the TV program and does not find. From the recrea- 
tion afforded by this book he could gain a renewal not 


to be found in food, drink, entertainment, or sleep. 

Alan Gregg was a man who had learned the art of 
living, bearing his greatness with humility and his wis- 
dom with a fine sense of humor. To read these talks is 
to sense how rarely such men are found even in that 
finest and most exacting of the arts, the practice of 
medicine. Dr. Gregg once quoted the philosopher, Al- 
fred North Whitehead as saying “that he knew of no 
professional degree that opens to its holder the oppor- 
tunity to exercise as wide a range of talents and tastes 
as that afforded by the M.D. degree.” As nearly as 
any one individual might, the author of “For Future 
Doctors” embraced in his lifetime all these opportunities. 


Snows Ane] COMMERTS 


Overcoming IN AN ApDpRESS, “Citizen 
osteopathic Leadership in Support of 
P Medical Education,” made 


lag recently by President 
Dwight D. Eisenhower at 
the Lahey Award Dinner of 
the National Fund for Medical Education, the Presi- 
dent stressed the “obvious and critical need for more 
trained physicians.” He referred to his own awareness 
of this shortage as early as 1948, and his continuing 
concern over the shortage. He spoke of certain classes 
of persons that were irreplaceable in today’s world 
struggles, “persons who have acquired scientific and 
professional competence which no brief training can 
supply.” Mr. Eisenhower placed the qualified doctor in 
this irreplaceable category. He went on to emphasize 
the fact that medical schools in America face inherited 
responsibilities that overreach their financial responsi- 
bility. This fact is resulting in a crisis involving not 
only the solvency but the very survival of many of 
these schools. The President called attention to “the 
gap between the ceiling of medical school receipts from 
all sources and the racing increase in costs of teaching, 
research, and medical care.” On the basis of figures 
furnished him by the Bureau of the Census, he looked 
ahead 18 years to a still greater gap, when America will 
have a population of 228 million. And then, said Mr. 
Eisenhower : 


These 56 million additional Americans will need a great 
many more things than we are now able to produce. And no 
need will be more essential to them than doctors who care for 
their health. Our . . . schools today are turning out scarcely 
enough physicians annually to care for America’s present popu- 
lation of 172 millions, to safeguard the health of our young 
men in the Armed Services, and to keep abreast of the over- 
powering forward sweep of medical research and knowledge. 


Medical schools under osteopathic auspices seem 
destined eventually to receive their share of both gov- 
ernment and philanthropic aid. There is a special kind 
of lag, however, between the modicum of corporate 
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support given medical schools presently and the absence 
of such support for osteopathic colleges. Government 
support would seem assured, once it is made available 
to medical schools generally. But our special lag will 
be overcome to the degree that we are able to identify 
ourselves and our purposes to corporate givers and 
foundations who would help us—if they knew of our 
contribution to health needs through our education and 
training of student physicians. 


The day for isolation and self-segregation is long 
past for osteopathy—if that day should ever have been. 
In the meantime, the reality of the osteopathic situation 
today and for its foreseeable future demands that we 
cling to the raft that sustains us: Our own support of 
osteopathic education. Having come thus far, it would 
be contrary to human experience to think that for one 
moment we might give up the struggle. The Osteopathic 
Progress Fund is our one best help; even while the 
Osteopathic Foundation is girding itself to broaden 
enormously the field of its activities. Our challenges on 
our every front in themselves are evidences not of our 
weaknesses but our worth. 


Of il] AN ARTICLE ina recent issue 

of a British medical journal, 

health and The Practitioner, suggests 

famous men that a study be made of the 

adverse effect mental and 

physical changes might have 

on the performance of statesmen. Its author, Dr. Hugh 

Joseph L’Etang, pointed out that work studies of many 

occupational groups have demonstrated that such 

changes might adversely affect capability. Dr. L’Etang 

declared, “Statesmen seem to have been neglected and 

here surely is a group to be investigated by the profes- 
sional historian and the inquiring clinician.” 
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Among the statesmen discussed were Presidents 
Wilson and Franklin D. Roosevelt, and Andrew Bonar 
Law, Ramsay Macdonald, Stanley Baldwin and Neville 
Chamberlain, all former Prime Ministers of Great Brit- 
ain. Others mentioned were James Forrestal, Harry 
L. Hopkins, of America, and Stafford Cripps and Er- 
nest Bevin of Britain. Another was the late Lord 
Keynes, the economist, included because Dr. L’Etang 
rated him as a man who had “had an influence over 
world events in the past forty years which has exceed- 
ed that of many statesmen.” 

The history of the illnesses of each of these men 
was studied in relation to their responsibilities as world 
figures and to the fact that the health of statesmen may 
influence the fate of nations. An industrial health phy- 
sician, Dr. L’Etang has conducted this research as a 
spare time interest. He also has written on military 
psychiatry and the physical disabilities suffered by 
sportsmen. 

Referring to the publicity attending the illnesses 
of President Eisenhower, Dr. L’Etang noted that it had 
been condemned by unthinking persons “as an unwar- 
ranted intrusion into the sick room, and a sign of 
morbid curiosity and contemporary ill manners.” He 
pointed out, however, that lack of publicity in the past 
has resulted in the public’s being unaware that states- 
men have continued in office when seriously incapaci- 
tated. Of President Roosevelt, Dr. L’Etang recalled 
it had been said that the concessions he made to the 
Russians at Yalta were the mistakes of a dying man. 
Dr. L’Etang suggested that while his supporters de- 
clared he had been in full command of his faculties, 
this is “very difficult to believe.” 

The author referred specifically to the illnesses of 
some of these leaders now dead who are called “guilty 
men” because they failed to stop the dictators rising to 
power in Europe. He suggested that the. evidence is 
that these men were sick men, rather than sinners. 

The study has resulted in caustic comment in the 
British press. The world famous Manchester Guardian, 
in discussing the problem of ill statesmen, emphasized 
that free nations have only themselves to blame if they 
let themselves be “ruled by sick men.” Dr. L’Etang’s 
study indirectly calls to account those physicians, no 
matter how highly placed, who let their personal pref- 
erences and opinions overrule the accepted standards 
of good medical judgment. 


Labor’s PROFESSION’s awaken- 
ing interest in industrial 
is both natural and 

in medical care obligatory. Its obligation is 
born out of its commitment 

to render a complete health 

service to the American people. Physicians, however, 
know little or nothing of labor’s long view of medical 
care projected into the health needs of 40 million labor- 
connected people. If the doctor’s view of medical prac- 
tice goes beyond that of fee-for-service to which he is 
conditioned, it is much more likely to be sympathetic 
with the problems of management in relation to a re- 
sponsibility that it cannot escape—and in fairness, let 
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it be said, management at its best does not wish to es- 
cape. Labor’s interest has rarely been presented so 
clearly and challengingly as in an.address made during 
the past year before the Massachusetts Hospital Asso- 
ciation. It should be read particularly by doctors of os- 
teopathy engaged in industrial medicine, and by our 
organizatiorial leaders interested in encouraging our 
younger physicians to prepare themselves for the prac- 
tice of industrial medicine. The address is now avail- 
able through publication in The New England Journal 
of Medicine for October 31, 1957. It was given by Nel- 
son H. Cruickshank, director, Department of Social 
Security, American Federation of Labor and Congress 
of Industrial Organizations. Write the A.F.L.-C.L.O., 
815 16th Street, N.W., Washington 6, D.C., for re- 
prints. 


The THIS HEADING, the title of 

4 a little book recently pub- 

physician $ lished by Charles C Thom- 

own library as, is meant to attract the 

attention of young physi- 

cians (and student-physi- 

cians) who are already aware that their profession is 

one that necessitates continual reading, if they are “to 

keep even reasonably abreast of current development 

and bring to (their) patients the knowledge and advice 

which is their due.” Yet, they find themselves at a loss 

to know how to build their own library wisely and for 

the long term. This new book, which is reviewed briefly 

on page 408 of this issue of THE JoURNAL, is actually a 

physician’s guide for planning a library so that its de- 

velopment, care, and use can be made a part of daily 

life, to the end that he become the knowledgeable physi- 

cian capable of being fully productive in his profession- 
al life. 

Chapter headings from “The Physician’s Own Li- 
brary” suggest the rich mine of practical information 
made available by the author of this monograph of less 
than a hundred pages. Among fourteen topics treated 
are these of special value: Planning the Library, 
Budgeting, Selection of Books and Journals, Book Loan 
Services Available to the Physician, Use of the Physi- 
cian’s Own Library, the Medical Paper, and Preparing 
an Index. The book is both a guide and an incitement 
to a life-long project which not only would pay off rich- 
ly but inevitably bear further fruit: an interest in the 
whole world of books through which the individual 
lives the life of the race of man and not merely his own 
little life, self-centered and withdrawn. 


Recorded THE SIGNIFICANCE OF the 
International Geophysical 

; pag Year to medicine has been 

in science previously emphasized in 

these pages on the basis 

that there is little funda- 

mental knowledge of man’s environment which does 
not have something to contribute to a fundamental 
knowledge of health and disease. Since then a new 
category of medicine is being referred to, not only in 
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scientific writing but also in popular writing—‘‘space 
medicine.” I.G.Y. is not more than well underway; 
this is being written while it still has more than a year 
to go, these 60 nation studies to continue through De- 
cember 31, 1958. Many writers, speakers, and individ- 
uals with more than the usual passing interest in 
scientific matters will welcome, therefore, “A Bibli- 
ography for the International Geophysical Year,” now 
made available by the National Science Foundation. 
For the most part it lists discrete articles of a non- 
technical nature. The fifty-one-page bulletin can be 
obtained from the Superintendent of Documents, U.S. 
Government Printing Office, Washington 25, D.C. 
Price 25 cents. 

Similar in intent and for distribution to serious 
students of atomic energy, is the catalog, Library of 
Atomic Energy, published by the Pergamon Press, Inc., 
American address 122 East 55th St., New York 22, 
N.Y. 


A popular presentation on atomic radiation and 
its effects, designed for use by technicians and scien- 
tists engaged in nuclear power activities, has been made 
available by the RCA Service Company, Camden 8, 
N.J., 1957. $1.60. It was originally prepared for use 
by the United States Air Force. Its medical value is 
high in relation to radiation injury. 


“Wake up CUT FROM ONE pattern are 
ond three matters being pre- 

sented to JouRNAL readers. 

read This comment would guide 
you to the pattern, that you 
may miss no one of its 
parts. And to miss is easy. Modern living fragments 
life so completely that our sense of its unity gets lost, 
even where it is apparent. The first piece of the pat- 
tern is a guest editorial published in the December 
Journat, “Intellectual Enjoyment,” by Dr. Thomas 
J. Meyers. Dr. Meyers was writing especially about 
the student-physician and of his need to have learned 
to read, long before he studied medicine. Of all per- 
sons who should establish habits of reading and study, 
none needs to be disciplined in these habits more than 
the doctor. 

Piece two of the pattern is an article entitled 
“Bibliotherapy” that also appeared in the December 
issue. Its author, Dr. Anthony DiNolfo, writes of 
books, not for the physician’s enjoyment, but of their 
exhibition as therapy, of their prescription by the 
doctor as an agent in the development of mental ma- 
turity and for the nourishment and sustainment of 
mental health. (Are there any of us who would deny 
that as physicians we stand in need of self-adminis- 
tration of such therapy?) 

The casual reader of “Bibliotherapy” may con- 
fuse its author’s central position in writing the article 
with his primary concern. It is evident that Dr. 
DiNolfo would be of practical assistance to the physi- 
cian who does professional counseling, and from this 
position he writes a helpful guide. His primary con- 
cern, however, shines through—that the doctor him- 
self shall be a richly informed person if he is to be 
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capable of counseling. I suspect that the author would 
not stop with “professional counseling” but point out 
that traditionally the general physician has often been 
called upon to counsel. And first, the healer must be 
healed! Doubtless this widely informed and thought- 
ful doctor of osteopathy is withholding from us a much 
longer list of “suggested reading” in the broad field 
of world literature against which we should check 
ourselves. Only read his article planfully, and you 
will be led on to new fields. 

This comment constitutes the third piece of the 
pattern. March 16-22, 1958, is National Library Week 
in America—another among the glut of “Weeks” ob- 
served each year. Perhaps all are important to an 
activities-obsessed people. This column would make a 
special plea alone for National Library Week—actually 
as emphasized by the National Book Committee, for a 
“national reading week.” 

Why should the physician cooperate with National 
Library Week? The answer is simple—if what was 
once claimed for him in the stately language of decades 
ago still holds—the doctor is among those eligible to 
belong to the “society of learned men.” Who should 
better point out to patients the inscription still to be 
read on the ruins of the ancient library of Thebes, 
“Medicine for the soul.” Perhaps for all our learning, 
we know only one more thing than those Egyptians 
—that which is “medicine for the soul” is also medi- 
cine for the body. The physician who joins in an 
attempt to awaken human beings to the delight, the 
value, and the magnificent opportunities of the habit 
of reading is merely playing a historic role. 


The ways THE NATIONAL Safety Con- 

é gress, an organization that 

of modern helps to keep evervone con- 

quacks scious of dangers that lie in 

wait to maim and to de- 

stroy, held many medically 

related sessions during its recent 45th annual meeting 

in Chicago. A discussion of “Some Current Aspects 

of Medical Quackery,” by Oliver Field, director, Bu- 

reau of Investigation. American Medical Association, 

was of special significance. The speaker advised his 

audience that today’s quack most often works in the 

field of cancer. Because cancer is the particular inter- 

est of the public and physicians alike, the pay-off comes 
more quickly, easily, and richly. 

Hiding behind religion and selling the public on 
the claim that its benefactor is a martyr to medical 
persecution are methods of promotion learned over the 
years by quacks as most productive. Fields other than 
cancer, in which the quack flourishes, include reducing 
preparations, arthritis and rheumatism cures, rejuvena- 
tors, special dietary foods, and cure-all gadgets. 

Incidentally, the Bureau of Investigation of the 
A.M.A., now more than a half-century old, in earlier 
days rendered yeoman service in exposing the “patent 
medicine” industry. Today’s quack is more foxlike 
and difficult to catch. He has learned to take on the 
protective coloration of science while engaged in his 
job of exploitation. 
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MESSAGE FROM THE PRESIDENT 
OF THE A.O.A. 


> For a short time I have a breather—fall conven- 
tions are behind me. Much as I appreciate my oppor- 
tunities to visit with you, it is good to get back to my 
own office and my practice. As I wrote you in the 
January Journat, I got through the A.O.A. midyear 
meeting without too many difficulties, thanks to the 
cooperation of the Board and its agencies. The January 
JouRNAL editorial report, “The profession midyear,” 
outlines briefly how our Board accomplished its work. 
If you have not already done so, I hope you will read 
this report. 

I have no national program scheduled until I 
meet with the College of Osteopathic Obstetricians and 
Gynecologists in Denver in February—near the time 
you will be reading this letter. March starts the annual 
round of spring divisional society conventions; April 
steps up the pace; and my May schedule is made pos- 
sible only by plane travel. 

This pause gives me a chance to review briefly 
with you some of the medical measures and health 
legislation that may come out of the new session of 
the 85th Congress. A few of our doctors may question 
whether or not our profession has an interest in Wash- 
ington matters beyond that of our interest as citizens. 
Those who think of us as a group set apart because 
we once were, need only to be reminded that our physi- 
cians meet the medical needs of 9 to 10 million people 
of this nation. And any governmental program that 
deals with the health of America is important to any 
physician, no matter to what school of practice he 
belongs. 

Governmental activities in the health and welfare 
field directly affect the health and welfare of our pa- 
tients and the structure of our practice. Cuts in scores 
of medical care, public health, and hospital programs 
were proposed in the President’s Budget Message to 
Congress as a way to offset increased military spend- 
ing. This proposal is a matter for our serious consid- 
eration not only as citizens but also as physicians. I 
do not pretend to know any more about these things 
than you do, for as Will Rogers said and you are old 
enough to remember: “I only know what I read in 
the newspapers.” I read what is being said in the 
newspapers because as your President I am often called 
upon to say what we as a profession are thinking 
about medical issues and because I, as an individual, 
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want to know what is going on in the world I live in. 

I believe I express your thinking as physicians— 
and that of all other physicians for that matter—when 
I say we are not for the subordination of a nation’s 
health to missiles. We think that would be a dangerous 
policy for the United States Government, whether 
brought about by this or any other Administration. 
We think that any party responsible for slashing health 
and medical items beyond the will of the people of 
America would find it “unhealthy” for itself. I am 
quite sure that our representatives in Washington 
know that as well as we do. If the cuts suggested 
by the Administration are made by the Congress, I am 
told that they would be the first Federal retrenchment 
in health and welfare programs since the Roosevelt 
Administration set most of them in motion. 

I believe our own profession, composed as it is of 
many shades of political opinion, would question 
whether our Nation has come to the point of having 
to decide whether it is to have guns or health. (You 
will remember during World War II there was con- 
siderable talk of a decision for “guns or butter.”) If 
the issue of how to slice the budget dollar lay between 
necessary expenditures for major national security and 
international affairs or expenditures for civil benefit 
programs, certainly there would be no question in any- 
one’s mind. Protection is paramount. There cannot be 
one American worthy of the name who would not 
agree with our President that as individuals and as a 
nation, “Our response must rise above personal selfish- 
ness, above sectional interests, above political partisan- 
ship. The goal of lasting peace with justice . . . is 
worth all of our efforts. We must make the necessary 
sacrifices to attain it.” There can be no argument on 
that score. 

As you read this “Message,” debate in Congress 
will be in full swing to determine whether or not the 
issue is actually an “either-or” proposition. Opposition 
to the Administration’s apportionment of the budget 
dollar is based on the assumption that it is unnecessary 
to cut civil benefits to 22 cents in order that 64 cents 
of the dollar can be used to provide for major national 
security in 1959. As outlined in the Budget, the Ad- 
ministration’s cuts are confined to the area of civil 
benefits. 

The President contends that the states must take 
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“AOA. ACTIVITIES 


over much more of the financial burdens brought about 
by health, education, and welfare programs, particu- 
larly the programs that are maintained by cooperative 
grants-in-aid. As you know, both our profession and 
the medical profession are aided by such grants. The 
political issue does not turn on the worth of these pro- 
grams—it is how to get them financed. Who will pay 
for what is the actual issue! We should also know that 
few of these proposals would produce economies be- 
fore 1960. 

A proposed major cut-back of ‘serious concern to 
our profession is in hospital construction. The hospital 
program of our profession has been aided through the 
Hill-Burton Act and in some areas the community need 
has been so great that every sacrifice possible has been 
made by the community and the profession itself to 
assume their share of the construction cost. I know 
of no case where these hospital projects would have 
been possible with a lesser degree of Federal aid. 

It is good that the proposed budget makes less 
inroads on the Public Health Service than in other 
areas of health, education, and welfare, except for the 
drastic cut in hospital construction aid. It is very diffi- 
cult, however, to confine our health needs as a nation, 
to purely medical needs. Slum clearance, housing, 
education—all are made for welfare, and without wel- 
fare there can be little health for a nation. 


As I write these notes to you, the January 20 issue 
of the useful and highly retiable Washington Report 
on the Medical Sciences, the privately published 4-page 
weekly bulletin that keeps so many citizens up to date 
on health matters in Washington, calls attention to the 
strong fight that will be made to enact the Smith Bill 
(S.2293). The Bill calls for the creation of a Federal 
Advisory Council of Health at sub-Cabinet level, pos- 
sessing great power, direct and implied, over health 
care of veterans, aid to states for hospital construction, 
training and utilization of medical personnel, et cetera, 
Gerald G. Gross, editor of the Washington Report, 
does not predict passage of the Smith Bill, but points 
out that it will come up at a time when guidance is 
needed for determination of the Government’s proper 
role in doctor training as well as in other programs 
related to health care. 

This is less than a bird’s-eye view of the purely 
medical issues that are now being debated in the Con- 
gress. Our profession, small as it may be as a health 
agency, has long insisted that it be recognized as ready 
to make its measure of contribution to good health 
care. That recognition is so nearly complete that we 
dare not pass over the obligation that it involves—to 
know what the plays are in the league to which we are 
now assigned. These matters that I have named are 
just a sample of many more to which we should give 
thoughtful attention as physicians. Let us keep our 
eyes and ears attuned to Washington as long as the 
Congress is in session. 


306 Granite Exchange Bldg. 
St. Cloud, Minnesota 


DEPARTMENT OF PUBLIC RELATIONS 


The Dependents’ 


Medical Care Program* 


Major General PAUL I. ROBINSON, M.C., U.S. Army 


(B.S., M.D., F.A.C.P.) 

Executive Director Dependents’ Medical Care Program 
Office of The Surgeon General 

U. S. Army, Washington, D. C. 


® The Dependents’ Medical Care Act became a law of our 
Nation on June 7, 1956, to be operable 6 months thereafter. 
The Program is designed to provide improved and uniform 
medical service for dependents of members of the uniformed 
services and thereby enhance the morale of service personnel. 
The term “uniformed services personnel” applies to members of 
the Army, Navy, Marine Corps, Air Force, Coast Guard and 
the commissioned members of the Public Health Service and 
the Coast and Geodetic Survey who are on active duty for a 
period of more than 30 days. Traditionally, the medical serv- 
ices of the Army, Navy, Air Force and Public Health Service 


*Presented before the Medical Care Section of the American Public 
Health Association, Cleveland, Ohio, November 15, 1957. 
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have been rendering medical care within their own facilities 
to dependents of their respective services. The law provides 
for continuation of this service and, in effect, provides further 
for the care of dependents of one service in the medical facili- 
ties of any of the other services, so long as facilities are avail- 
able. Retired personnel and their dependents, parents and par- 
ents-in-law, if dependent upon an active duty member, and 
deceased members’ dependents, under certain circumstances, are 
eligible for care in service facilities. Unlimited outpatient care 
is also allowable in service facilities. 

The law provides an entirely new feature of dependent 
care for the services—care of dependents in civilian hospitals 
and by civilian physicians. Only wives and children of uni- 
formed service members on active duty for a period greater 
than 30 consecutive days or dependent husbands, if ~actually 
dependent upon service women, may be treated in civilian fa- 
cilities. The civilian program, as defined in the law, is essen- 
tially a hospital program. Complete maternity care is authorized 
and bodily injury may be treated on an outpatient basis under 
the Program. Otherwise, hospitalization must have been re- 
quired in order for a patient to be eligible for treatment under 
the Program. 

The working of the Program is relatively simple. The 
dependent selects a physician and presents her identification 
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card. She should ask the physician if he will care for her case 
under the Dependents’ Medical Care Program. If he determines 
that she needs hospitalization, he sends her to the hospital, per- 
forms the necessary surgery or renders the necessary care, and 
sends his bill to the Fiscal Administrator paying physicians. 
This can be the Blue Shield, the Medical Association, or an in- 
surance company, whichever is acting as Fiscal Agent for the 
state in which care is rendered. Hospitals send their bills to 
the Fiscal Administrator paying hospitals, either Blue Cross 
or Mutual of Omaha, depending on the location of the hospital. 
With the exception of certain stipulated amounts to be paid 
by the dependent or sponsor, the Government is responsible for 
complete expenses. For example, the dependent or sponsor is 
required to pay the first $25 of hospitalization or $1.75 per 
day, whichever is greater. 

Several basic principles are enumerated in the directive 
signed by the Secretaries of Defense and Health, Education, 
and Welfare. Our Program is one of full coverage except for 
the stipulated amounts patients must pay. The Program then, 
in some ways, resembles the deductible policies which are being 
written by many insurance companies. The Program also 
called for fair fees for each medical procedure to correspond 
to the normal physicians’ charges to persons having an annual 
income of approximately $4,500. It had been determined by a 
survey that more than 80 per cent of all of our servicemen 
whose dependents would seek medical care have an income of 
less than $4,300 per year. Insofar as hospitals were concerned, 
there was no stipulated amount which would be paid. They 
were to charge their normal billing rates minus whatever dis- 
count they agreed to allow under Blue Cross or insurance 
company arrangements. You are all aware of the fact that the 
American Hospital Association, by a resolution at its meeting 
in 1956, recommended that all hospitals allow Blue Cross rates 
for the Dependents’ Medical Care Program. There was to be 
a free choice of physician by the patient; likewise, the physician 
was to have free choice as to whether he would accept patients 
under the Program. Not only was there to be a free choice 
between civilian physicians, but the patient was to have free 
choice between military and civilian physicians and facilities. 
This provision was made primarily for the protection of train- 
ing programs in uniformed services hospitals. However, it 
could be used for other purposes. In fact, only a few weeks 
ago the Appropriations Committee of the House of Represen- 
tatives reported that, for economy reasons, consideration should 
be given to restricting dependents located in the vicinity of 
service facilities. As of this date, no restrictions have been 
placed on dependents anywhere and no recommendations have 
been submitted to the Secretary of Defense to impose such 
restrictions. 

All of our contracts are nonprofit contracts. In other 
words, the Blue Cross, Blue Shield, Medical Societies and in- 
surance companies, who are acting as Fiscal Administrators for 
the Program, are reimbursed for their costs and no more. 
These costs are all audited by the Army Audit Agency and are 
adjustable from period to period. : 

As of September 1, 137,286 claims had been received from 
Administrators paying hospitals and the total amount was 
$14,315,313; 194,928 claims had been received from Fiscal 
Administrators paying physicians in the total amount of 
$13,594,716. The Program is, at present, running at the rate 
of approximately 5 million dollars a month. The Administrative 
costs vary from place to place but, in general, can be said to 
be running about 4.1 per cent. Approximately 80 per cent of 
our patients are female; the males being children under 14 
years of age, generally speaking. Some 35 per cent of all cases 
have to do with maternity care; tonsillectomies account for 
about 17 per cent of the cases; abdominal surgery for approxi- 
mately 9 per cent and orthopedic surgery for less than 2 per 
cent. On the basis of an eight state study which we have made, 
the over-all cost of the program, including physicians’ and hos- 
pital bills, is $49.59 per patient day; the average patient stay 
has been approximately 5 days per case. We feel that this 
will increase somewhat because a few more long-term cases 
are now being reported. 

The law and the directive do not permit care of chronic 
diseases but do allow care for acute exacerbations of chronic 
diseases and for operative procedures necessary for their cor- 
rection. Likewise, the law does not provide for elective sur- 
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gery, which is defined in the directive as that surgery requested 
by the patient but having no medical indication. Similarly, 
treatment of the nervous and mental diseases is not permitted 
under the law or directive, but the directive does authorize care 
of acute emotional disorders until such time as the patient can 
be placed under care either at a military facility or at a 
civilian facility at no expense to the Government. You can 
well realize that these three categories, namely chronic diseases, 
elective surgery, and acute emotional disorders, have created 
numerous problems. There are many cases which could come 
under the Program in all three categories or they could be 
denied under the Program. We have been accumulating expe- 
rience and making decisions on an individual basis with a view 
to delineating the care which is authorized and that which is 
not authorized in these categories. However, we are not yet in 
a position to write a directive on these subjects. We have cov- 
ered tuberculosis and acute emotional disorders in our explana- 
tory letters which have been distributed to all of our contrac- 
tors. 


Because the Army, Air Force, and Public Health Service 
have traditionally rendered considerable dental care to their 
dependents and since the law discontinued this dental service 
and provided no dental service in the civilian part of the Pro- 
gram, the dental problems have been many. The law and the 
directive provide for dental service only if it is adjunctive to 
medical care. In other words, to receive dental service, the 
dependent must be a patient in the hospital for a medical or 
surgical condition and must require dental service to alleviate 
the symptoms or assist in the treatment of the medical con- 
dition for which he is hospitalized. A little more leeway exists 
for dental care in service facilities in that emergencies can 
be treated and if a station is declared remote (in other words, 
away from available civilian dental facilities), then more defini- 
tive dental work can be accomplished in that area. A committee 
has been appointed to make an exhaustive study of the whole 
dental problem with a view to making some provisions in either 
the law or the directive or both. 


In general, it can be said that the physicians of the United 
States, Alaska, Hawaii, and Puerto Rico have accepted the 
Dependents’ Medical Care Program. Some physicians sincerely 
believe that the Program represents a form of socialized medi- 
cine and a few articles have been published to this effect. It is 
our impression, however, that all physicians feel that the rea- 
sons given for the institution of the Dependents’ Medical Care 
Program are valid and that certainly something should be done 
for the servicemen’s families. In some areas of the country, 
physicians have never worked under a full coverage program. 
Some of them are dissatisfied on being told what their maxi- 
mum fee should be in any given instance. They consider it one 
of the rights inherent in the practice of medicine to determine 
what a patient should pay for a certain amount of care. The 
Program is complicated and the claim form necessarily must. 
contain a great deal of information because it is the document 
on which payment is based and is the only source of statistics 
of any kind concerning the Program. Many forms have had to 
be returned to physicians for corrections. Physicians as a 
whole, however, are participating admirably in the Program 
and no report has been received from any dependent that a 
civilian physician has refused to furnish care authorized by 
the Dependents’ Medical Care Act. Hospitals have also ac- 
cepted the Program and, in many areas, have widely acclaimed 
it as enabling them to improve their equipment and standards. 
Payments have been prompt and complete in the great majority 
of instances and, since hospitals are notoriously somewhat short 
of funds, this has been a great factor in their acceptance of the 
Program. Dependents, themselves, have been lauditory in their 
comments concerning the Program. Forty-two per cent of all of 
those who have used the Program were living apart from their 
sponsors because of exigencies of the uniformed services. This 
is the group which it was particularly desirable to reach and we 
believe, without question, that the Program has made service 
available to them when it could not have been rendered through 
uniformed services facilities. 


Undoubtedly, the Dependents’ Medical Care Program has 
considerable public health potential. Here is another large 
group of people, probably as many as 800,000, who would 
have had difficulty paying for their medical care had this Pro- 
gram not been placed into effect. The individuals of this group 


399 


issue \ 
port 
page 
date 
D the 
Bill 
pos- 
ealth 
tion, 
‘tera, 
port, 
ints 
e is 
oper 
rely 
-On- 
ady 
alth 
we 
—to 
are 
are 
ive 
the 
= 
% 


AOA. ACTIVITIES 


vary from day to day since a great number of personnel come 
into the service each month and a like number leave the 
service that month; so, in the course of a year, the Program 
will affect a great many persons. They will receive good medi- 
cal care and this fact should mean better health for another 
segment of our society. 


Blood transfusions 
In the United States* 


> Early in 1957 the Project Advisory Committee of the Joint 
Blood Council initiated a postal card survey designed mainly 
to ascertain the extent that human blood is used for medical 
purposes in the continental United States and in the territories 
and possessions. Dr. Wilson functioned as director of the sur- 
vey and Commander Paul T. Rees, U. S. N. (Retired), Wash- 
ington, D. C., of the Council’s staff, as associate director. 

The ensuing report contains abundant authoritative infor- 
mation to invite the attention of agencies engaged in blood 
procurement and distribution, the medical and public health 
professions, and organizations and individuals interested in 
blood as a national resource. 


A year ago the Council authorized its Project Advisory 
Committee to lay plans for ascertaining by a comprehensive 
schedule needed facts concerning technical procedures, person- 
nel policies, donor recruitment, reciprocity, and other facets of 
transfusion services, whatever their type. 

Before embarking on such an extensive investigation, how- 
ever, the Council instructed the committee to send a postal card 
inquiry to all known hospitals in the continental United States 
and in the territories and possessions. Simply framed, the ques- 
tions on the card aimed at determining (1) how many transfu- 
sions were given in the calendar year 1956; (2) the sources of 
the blood supply ; and (3) the proportionate supply (percentage) 
from each source. In addition, the smaller inquiry promised to 
afford a suitable basis for determining which hospitals should 
later receive the detailed schedule. After several months’ prep- 
aration, including consultation with numerous advisors, the 
committee, in August, 1957, distributed the schedules printed 
for the Council’s more comprehensive project, work on which 
will continue well into 1958. (The project is being supported 
in part by a research grant, W-76, from the Division of Hospi- 
tal and Medical Facilities, U. S. Public Health Service. The 
separate postal card inquiry reported upon herein was likewise 
supported by the same grant.) 


MATERIAL 


For mailing purposes the committee utilized lists published 
by five different organizations,? an unpublished list made avail- 
able to the Council, and metropolitan telephone directories. Al- 
together the Council’s initial roster contained nearly 9,600 hospi- 
tal names and addresses. Correspondence subsequently revealed 
that many hospitals (small, nongeneral) used no blood or had 
“gone out of business.” A few missed earlier turned up. On 
finishing the revision, 8,568 remained as pertinent total for the 
continental United States and 127 for the territories and posses- 
sions. Inasmuch as preparation of the final roster entailed the 
expenditure of considerable time and labor, these figures can 
be accepted as practically correct for the year 1956. 

On Jan. 4, 1957, the postal cards were sent to all the hospi- 
tals. Those that came back containing the requested data the 
staff allocated to categories corresponding to the sources of 

*Excerpts from a report by the Project Advisory Committee of the 


Joint Blood Council, Washington, D.C. (See page 15 of September 1957 
JouRNAL.) 
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blood supply. Printed identifying letters and definitions had en- 
abled the respondents actually to do their own coding; hence 
the acquired material, except for minor editing, was already 
adapted to the following classification of blood sources: (A) 
blood collected by reporting facility; donors not paid; (B) hos- 
pital other than reporting facility; (C) Red Cross regional 
center; (D) community or nonhospital blood bank; (E) com- 
mercial blood bank; and (F) paid donors; blood collected by 
reporting facility. 


TRANSFUSIONS: CONTINENTAL UNITED STATES 


The sample represented every state and the District of Co- 
lumbia and formed an excellent basis for making national esti- 
mates. In the continental United States as a whole, 4,920 hos- 
pitals, or 57.4%, sent in their figures. Notwithstanding this fa- 
vorable return, and most essential to a proper understanding of 
the assembled data, the sample by no means can be considered 
to have been random. Hospitals that used blood more or less 
routinely, whenever patients’ requirements dictated, took pride 
in their records and reported; whereas those where blood ther- 
apy was less routine answered in fewer number. No other con- 
struction can be placed on the apparent differences between re- 
spondents and nonrespondents. 

The transfusions reported on the cards exceeded 3,500,000, 
a total large enough to render the acknowledged bias, caused 
by the proportionately greater usage by respondents than non- 
respondents, harmless to the task of projecting the figures. For 
statistical control purposes, blood usage data for the year 1956 
provided by the American National Red Cross served ade- 
quately, forming the groundwork for requisite preliminary cal- 
culations. After completing initial extensions for the nine geo- 
graphical divisions adopted for publications by the U. S. 
Bureau of the Census, including state estimates, the staff con- 
sulted several advisors who promptly supplied data for effecting 
adjustments. Finally, revision in the light of this assistance 
placed the estimate for the continental United States at 4,585,000 
transfusions. A published total greater than this number would 
rest on a poor foundation. 

Currently a need exists for mass data on number of trans- 
fusions per patient. Assuming 2.3 transfusions (the figure em- 
ployed at present for calculating purposes), the survey returns 
therefore indicate that in 1956 the persons who received blood 
therapy totaled approximately 1,993,500. Manifestly, the supply 
required for that large number was not the total supply in- 
volved in the year’s operations. For the purpose of making a 
procurement estimate in the interest of completeness, the com- 
mittee after careful study decided that an extra 9% would be a 
satisfactory allowance. Included in the supply for meeting a 
subsidiary demand was the blood utilized for preparing plasma 
and derivatives and a further portion that went into the “pipe 
line.” This includes commonly quantities collected but not yet 
processed, processed and awaiting distribution, unused on re- 
frigerator shelves in hospitals, and in transit between facilities. 
In rounded figures all the additional components probably 
brought the total collections up to 5 million pints. 


Having dealt with a sample covering an estimated 78% of 
the entire processed demand, and having bridged the remaining 
22% to arrive at 4,585,000 transfusions, the committee has es- 
tablished a new base for such defense and other planning that 
recognizes blood as a most important national resource. Not to 
be disregarded, however, are the details that lie beneath the 
total. For example, 45% of the hospitals reporting to the com- 
mittee were in the class “under 200 transfusions” (of the total 
hospitals reporting, 22% were in the class “under 50 transfu- 
sions ;” these hospitals accounted for only 0.5% of total blood 
usage), yet the same hospitals accounted for only 4% of the 
total usage. Some believe that too often in the past estimators 
have ascribed disproportionate weight to the blood usage in 
some teaching hospitals and in others where surgical patients 
are relatively numerous. Projections from such data have led 
to the exaggerated totals which have appeared in print, espe- 
cially over the last two years. An effective brake on extrava- 
gant claims now emerges from the plain fact that in the United 
States small blood users predominate numerically. 

Combining the figures for inside and outside the continental 
United States, the estimated national totals for 1956 indicate 
(in rounded numbers) that physicians gave 4,633,000 transfu- 
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sions to 2 million patients ana tnat the facilities engaged in 
procurement collected 5,100,000 pints of blood. Since conditions 
will change with the passage of time, the committee believes 
that another survey should be made four or five years hence. 


SUMMARY 


The preceding text sets forth the results of a postal card 
survey conducted by the Project Advisory Committee of the 
Joint Blood Council in order to develop nationally needed facts 
concerning the number of blood transfusions in the calendar 
year 1956. Prior to the survey, the Council’s staff had deter- 
mined that the hospitals which use blood number 8,568 in the 
continental United States and 127 in territories and possessions. 

Seasonal factors and inventories which are short with re- 
spect to blood of a particular group and type may cause occa- 
sional, temporary disruptions to the blood supply, but by and 
large a sufficient quantity becomes available to meet the ex- 
pressed demand. Civilian blood procurement, from its beginning 
in the years immediately following World War II to the present 
time, never has developed in a systematic pattern. Regional col- 
lection centers maintained by the American Red Cross provided 
38% of the blood used; hospitals that obtain blood from yol- 
untary, unpaid donors provided 36%; commercial blood banks 
11%; nonhospital community blood banks 9.5%; hospitals that 
furnish blood to other hospitals 4%; and directly paid donors 
2%. All were effective elements of the collection and distri- 
bution machinery during 1956. The same complementary situa- 
tion existed in the territories and possessions except that no 
blood came from the Red Cross centers, which are on the 
mainland. 

On the basis of a sample that covered an estimated 78% 
of the blood usage, the committee places the number of trans- 
fusions in continental United States at 4,585,000; and an even 
more complete return permits an estimate of 48,200 transfusions 
for the territories and possessions. Detailed information regard- 
ing geographical variation in usage, and collateral facts con- 
cerning total blood collections and number of persons who re- 
ceived transfusions, are also included. 


On me problem of projecting from the sample data to arrive at 
estimates for the United States the Project Advisory Committee re- 
ceived repeated assistance from John B. Alsever, M.D., Southwest Blood 
Banks, Phoenix, Ariz., and Lloyd B. Newhouser, M.D., John Elliott 
Blood Bank of Dade County, Miami, Fla. 

On special phases of the same problem the committee used data (in 
some cases confidential) provided in a fine spirit of cooperation by 
Marta Fraenkel, M.D., City of New York Department of Hospitals, 
New York; J. Richard Czajkowski, Ph.D., King County Central Blood 
Bank, Seattle; R. F. Ambelang, Milwaukee Blood Center, Milwaukee; 
G. Albin Matson, Ph.D., The Minneapolis War Memorial Blood Bank, 
Minneapolis; T. F. McNair Scott, M.D., The Philadelphia Serum Ex- 
change, Philadelphia; and the following members of the American 
Red Cross organization: Raymond F. Barnes, M.D., and Robert A. 
Freeman, Area Office, St. Louis; Joseph Hladecek, Area Office, San 
Francisco; Edward M. Schottland, Regional Center, Los Angeles; Her- 
bert R. Brown, M.D., Regional Center, Rochester, N. Y.; Victor G. H. 
Wallace, M.D., Regional Center, Hartford, Conn.; and Robert E. 
Baker, M.D., Regional Center, Boston. 

Also very helpful either during the planning stage or subsequently 
were Bernice. M. Hemphill, Irwin Memorial Blood Bank, San Francisco; 
Marion R. Rymer, Ph.D., Belle Bonfils Memorial Blood Bank, Denver; 
F. J. Pinkerton, M.D., Blood Bank of Hawaii, Honolulu, T.H.; Merrill 
J. Wicks, M.D., Tacoma-Pierce County Blood Bank, Tacoma, Wash.; 
Mrs. Edward A. Babcock, Sacramento Medical Foundation, Sacramento, 
Calif.; Chester D. Swope, D.O., American Osteopathic Association, 
Washington, D. C.; and in the Red Cross organization: William M. 
Markel, M.D., Regional Center, New York; Frederick Proescher, M.D., 
Regional Cenier, San Jose, Calif.; Jerome C. Smith, Regional Center, 
Rochester, N. Y.; and the Blood Program staff at the national head- 
quarters, Washington, D. C. 

The committee is especially grateful to George W. Hervey, Sc.D., 
for devoting time and talent to assembling the data and writing the in- 
itial draft of this report. 
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THE A.O.A. CODE OF ETHICS 


Chapter II. —Advertising is unethical* 


P Section 6, Chapter II, Article I of the Code of Ethics at- 
tempts to establish standards for the guidance of members of 
the profession in regard to advertising or promotional informa- 
tion. The basic principle is that advertising of any type, regard- 
less of whether or not there is any consideration represented as 
payment for such advertisement, is unethical. This does not 
preclude following certain universally accepted local customs. 
It does, however, prohibit what is generally known as advertis- 
ing of an individual or institution, except as it is permitted in 
the sense that health information or educational material may 
be classified as a form of advertising. 

The basic principle that advertising in any manner is un- 
ethical emanates from the fact that doctors of osteopathy are 
members of a learned profession. Osteopathic medicine consti- 
tutes not a business or trade as those terms are generally used, 
but rather a profession followed by a group of professionally 
trained men and women. The principle against advertising re- 


*This is the sixth in a series of short articles on the meaning of ethi- 
cal standards as applied to the practice of osteopathy; the first three were 
published in the July, August, and September 1957 issues of Tur Forum 
oF Ostropatuy, and the fourth and fifth in the December and January 
issues of THE JournaL. The A.O.A. Committee on Ethics and Censor- 
ship strongly urges the reprinting of these articles, wholly or as excerpts, 
as they appear from month to month. In all cases, wording should not 
be changed but reprinted verbatim. 
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flects the age-old doctrine that the practice of a profession may 
not be commercialized. It requires no discussion to establish 
that advertising tends to commercialize and degrade a profes- 
sion, leaves the ethical members without protection or guidance, 
and deceives and misleads the public in a matter about which 
it does not have special information. One of the best state- 
ments distinguishing the activities of a professional man from 
those of a business or trade states: 


There is much more in a profession than a traditionally dignified 
calling. The term refers to a group of men pursuing a learned art as a 
common calling in the spirit of a public service—no less a public service 
because it may incidentally be a means of livelihood. Pursuit of the 
learned art in the spirit of a public service is the primary purpose. Gain- 
ing a livelihood is incidental, whereas in a business or trade it is the 
entire purpose. 


It has been said that a profession licensed under state law 
does not enjoy prerogatives not granted to other citizens, but 
rather that it has been entrusted with special responsibilities in 
regard to the public. The emphasis of the physician should not 
be upon the rights which he enjoys but rather upon the duties 
which he has assumed as a professional man. 

As noted above, the Code of Ethics does not preclude legiti- 
mate health education. The provisions of the Code, however, 
direct that health education should not be the function of the 
individual but rather of the organized groups of the osteopathic 
profession. The Code recognizes this fact by approving of 
public information or educational programs when conducted 
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through established and recognized organizations. When thus 
conducted they reflect the consensus of the members of the pro- 
fession over the areas or matters about which the public should 
be informed and not individual opinions. Even here the need 
for careful preparation of the educational information is em- 
phasized. The basic purpose must be the education of the pub- 
lic concerning health matters and not the promotion of the 
profession itself or the self-interest of any individual. 
Experience has shown that unethical practices in advertis- 
ing tend to pertain to certain specific types of advertising, such 
as inviting the attention of persons afflicted with particular dis- 


DEPARTMENT 


Bureau of Public Education 


On Health 


ROSWELL P. BATES, D.O., Chairman 


Annual Congress on 
Medical Education and Licensure 


> The education of the public concerning the training and li- 
censing of physicians is dependent upon those persons responsi- 
ble for transmitting the information keeping abreast of modern 
developments, changes and trends in the education, and licensing 
systems applicable to physicians. It has frequently been stated 
that the education of a physician is almost obsolete by the time 
he graduates from his professional college. How difficult, then, 
it is for a doctor to feel that he is competent to inform and 
advise the public concerning professional education and licensing 
when each year he becomes further and further away from 
the educational and licensing systems in this country. Each 
year, therefore, doctors meet and discuss and consider how 
modern practice and influences are affecting the means by which 
physicians are trained, the methods by which their practices 
are regulated under state law, and the need not only for de- 
veloping basic information for all those concerned but also to 
organize realistic programs and regulatory measures adapted 
to modern conditions applicable to the training, education, and 
practice of physicians. 

No meeting in the United States serves this purpose more 
efficiently than does the Annual Congress on Medical Education 
and Licensure. The meeting will be held this year February 8 
to 11 at the Palmer House in Chicago. It will be the 54th 
Annual Congress. The sponsors and participants are leading 
medical organizations, prominent physicians, lay persons, and 
the officers of state licensing boards. A review of the program 
indicates the challenges and problems which are recognized as 
affecting the education and licensing of physicians. 

As a part of the program of the component organization, 
the Federation of State Medical Boards of the United States, 
the aims, objectives, and procedures in conducting state licensing 
board examinations in anatomy, pathology, surgery, and bac- 
teriology will be studied. Presentations will be made concerning 
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eases; promising radical cures; advertising free examinations; 
listing diseases treated, methods used, or equipment pos- 
sessed; or holding forth of oneself as a specialist in a particu- 
lar field or area when the special professional training and 
education required for specialization in a field of medicine and 
surgery is not possessed. These specific acts are enumerated, 
but not to lessen the strength of the general exclusion that all 
advertising is incompatible with professional status. 

The Code also recognizes that it is difficult to keep abreast 
of the various practices or conduct which tends to lower the 
profession in the estimation of the public and to indicate that 
the profession is not one of a scientific and learned character, 
Therefore, the Code is amended from time to time as new ac- 
tivities develop which tend to lessen respect for the profession, 
No Code, however, can cover all of the different areas which 
must have the attention of ethical practitioners. Nonetheless 
the Code does, by and large, by setting out the general con- 
sensus of the members, reflect the types of conduct which tend 
to promote and elevate the profession in the minds of the public. 


OF PUBLIC AFFAIRS 


ROY J. HARVEY, D.O., Chairman 


the problems confronting licensing boards in regard to doctors 
who become drug addicts. The experiences of one state board 
in placing physicians on probation will be discussed. 

Challenges to modern medical education and the need to 
focus attention on future needs will constitute a major part of 
the program relating to education. Discussions will be divided 
into four parts. One will deal with population characteristics 
and trends; the second with the changing characteristics of so- 
ciety, and the third with the changing characteristics of our 
economy and their implications, and the fourth with the chang- 
ing dimensions of medical knowledge and their implications in 
medical education. The workshop-conferences on these four 
subjects affecting medical education namely, population, society, 
economy, and medical knowledge, will be closed, but reports 
will be made to the full Congress as a part of the program on 
Monday afternoon, February 10. 

Other matters on the agenda of the Annual Congress re- 
late to undergraduate medical education, problems in specialty 
training, and the way in which the various specialties have met 
these problems. The position of the community hospital in re- 
gard to graduate medical education is also one of the subjects 
on the program. 

It is difficult to comment upon a program so wide of range 
in its subject matter and so highly interesting in its content. 
Any physician who has the opportunity to attend this Congress 
will find his attendance rewarding. Only through such pro- 
grams can the general body of information be transmitted to 
those who are responsible in the fields of education and licens- 
ing, who in turn can speak more competently concerning the 
needs of the public and the profession in the areas of education 
and licensing of physicians. 


Medicine and the law 


Prenatal injuries—An infant injured through the negli- 
gence of another person while a fetus in its mother’s womb may 
maintain an action for damages against that person. A fetus 
injured while en ventre sa mere may if it has reached that pe- 
riod of prenatal maturity where it is capable of independent life 
apart from its mother maintain an action for recovery for such 
damages, and if the infant dies either in the womb or there- 
after such suit may be maintained on its behalf by a personal 
representative. If the fetus is nonviable at the time of injury 
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and dies in the womb its representative can maintain no action. 
Poliquin v. Macdonald, (N.H.), 135 A. 2d 249 (1957) 


Statute of limitations—Under Minnesota law, the negli- 
gent acts of a physician or a hospital resulting in death give 
rise to only one cause of action, an action under the wrongful 
death statute, for which the statute of limitations for filing an 
action is 3 years. An action arising only out of injuries to a 
patient by a physician or a hospital is a claim for damages for 
malpractice. A right of action for malpractice is personal in 
character, and the statute of limitations for the filing of such 
suits is 2 years. The right to maintain a malpractice action, 
being personal in character, expires with the death of the in- 
jured person, whether or not the injury resulted in death. 
Hackman v. Mayo Clinic, 150 F. Supp. 468 (1957) 


Hospital liability immunity rule abandoned—The Courts 
of the State of New York had long followed a rule holding that 
hospitals under the rule of respondeat superior were only liable 


tor the negligence of their employees where the employees were 
performing an “administrative” act and not a “medical” act. 
Distinguishing between a medical act and an administrative one 
had long been most difficult and perplexing. For example, 
whether a nurse in causing injury to a patient was performing 
a medical or administrative act brought about decisions based 
on five distinctions without any rational basis. Hospitals, the 
court now has said, should shoulder the same responsibilities 
borne by everyone else. The test should be, for these institu- 
tions, whether charitable or profit-making, the same as for 
every other employer: Was the person who committed the neg- 
ligent, injury-producing act one of its employees and, if he 
was, was he acting within the scope of employment? The con- 
clusion was: “We are not required to follow the exemption 
rule for if adherence to precedent offers not justice but unfair- 
ness, not certainty but doubt and confusion, it loses its right to 
survive, and no principle constrains us to follow it.” Bing v. 


Thunig, 163 N.Y.S. 2d 3 (1957) 


The 1958 YEARBOOK AND DIRECTORY OF 
OsTEOPATHIC PHYSICIANS will be ready 
for distribution at the end of February. 
This annual publication of the American 
Osteopathic Association will be about 10 
pages longer this year than last because 
of the increased membership. At press 
time of the February issue of THE Jour- 
NAL, the membership roll stood at al- 
most 10,000, surpassing last year’s record 
high membership of 9,544. 

Throughout the years, the directory 
has been almost a chronicle of the pro- 
fession. In the beginning, membership 
lists were published as supplements to 
THE JourNAL. A glance at the first is- 
sue, September 1901, reveals that the en- 
tire membership, 176, was listed in three 
pages, even allowing space for the names 
of the officers, trustees, and standing 
committees. Representatives of thirty- 
two states were recorded, and there was 
even one D.O. in the Hawaiian Islands. 

In 1904, the first yearbook was pub- 
lished. Having about the same size pages 
as the present YEARBOOK AND DIRECTORY, 
it contained an authoritative list of the 
profession, 2,984 D.O.’s of whom 620 
were A.O.A. members. Members and 
nonmembers were listed together, with 
an asterisk identifying members. For the 
first time, osteopathic physicians were re- 
corded both alphabetically and geograph- 
ically, indicating that the increased size 
of the profession necessitated separate 
categories. 

More a yearbook than a directory, this 
edition concentrated heavily on explain- 
ing the new school of medicine and in 
listing digests of state laws concerning 
osteopathy. This first attempt by the pro- 
fession to establish an annual record was 
evaluated in the 1905 yearbook as a 
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The 1958 Voubuuh and Directory 


“project [that] lost money but won the 
approval of every osteopathic physician.” 

The 1908 directory is considered the 
prototype of the present directory. It 
contained the names of 3,939 osteopathic 
physicians and listed 1,325 members. The 
names of A.O.A. members were printed 
in capital letters to distinguish them from 
those. of nonmembers. Compiled from 
practically new sources, this edition was 
believed to be more accurate than any 
previous directory. More a directory than 
a yearbook, the 1908 edition contained in 
addition to the lists of osteopathic physi- 
cians only the Constitution and Bylaws, 
the Code of Ethics, and other predirec- 
tory information similar to that recorded 
in present editions. One item not elimi- 
nated from this directory and many sub- 
sequent ones was the complete legislative 
digest, considered necessary because the 
profession was not wholly accepted in 
every state. 

In 1911, the appearance cf the direc- 
tory changed. It was printed in a handy 
pocket size and was mainly a listing of 
the 2,514 A.O.A. members. This format 
was followed until 1930, when the format 
in use today was adopted. The 1930 di- 
rectory was a most significant one in the 
osteopathic story. It contained 7,989 
names, 4,654 of A.O.A. members and car- 
ried a picture of the new A.O.A. head- 
quarters, the entire twelfth floor of a 
new Michigan Avenue building. Lists of 
osteopathic hospitals and clinics filled 
eleven pages, and four pages of osteo- 
pathic publications and books by osteo- 
pathic authors were included. 

And so the directories have gone on, 
enlarging as the A.O.A. and the profes- 
sion have grown. The 1938 directory saw 
membership reach 5,000. The 1950 direc- 


tory presented the Andrew Taylor Still 
Memorial Building, the permanent home 
of the American Osteopathic Association. 
The 1958 Directory, the golden anniver- 
sary edition, finds A.O.A. membership at 
almost 10,000 and stands as a symbol of 
a responsible, unified organization work- 
ing to advance the principles of the pro- 
fession and to maintain the health of the 
nation. 

Members of the Central Office staff 
who work on the Drrecrory are still not 
completely satisfied with their product. 
They feel that it is indispensable as a 
reference book but in future years they 
hope to make it still more useful. A.O.A. 
members are invited to submit ideas for 
improvement of the next Directory any 
time between receipt of the 1958 edition 
and the end of the year. 


New quarters for 
Membership 


> New quarters for the Membership De- 
partment on the third-floor room Central 
Office were made ready for occupancy 
recently. This unit completes the original 
plans for the home of the American Os- 
teopathic Association, according to Wal- 
ter A. Suberg, Business Manager. The 
work of this Department, previously lo- 
cated on the first floor, should be greatly 
facilitated as sufficient room is now 
available for the ever-increasing number 
of membership files. 

Besides receiving sunlight, the big 
room is illuminated by indirect lighting 
coming through translucent panels in the 
center of the ceiling. Acoustical tiles bor- 
dering the ceiling area keep noise at a 
minimum. The colors of the walls and 
the tile floor are pleasant and restful. 

Other departmental moves have also 
been made in Central Office. The Busi- 
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ness Department, formerly located on the 
second floor, and the Financial Depart- 
ment, previously on the first floor, have 
been moved to the third floor. 

The Division of Public and Profes- 
sional Service is now located on the first 
floor in the area formerly occupied by 
the Financial Department. 

The purpose of the relocations is to 
create the best possible working condi- 
tions and to increase efficiency. Since the 
work of the Membership, Business, and 
Financial Departments is so closely allied, 
having them on the same floor eliminates 
sending materials upstairs and down- 
stairs. 

With the completion of the new unit 
and the departmental relocations, the 
Central Office is now operating at peak 
efficiency in handling the needs and re- 
quests of the A.O.A. membership and the 
profession. 


Advertising increase 


> The constantly increasing interest of 
business concerns in having their prod- 
ucts advertised in A.O.A. publications 
was demonstrated in a recent report from 
Walter A. Suberg, Business Manager, 


Staff travels 


> Dr. Raymond P. Keesecker, Edi- 
tor, attended the regional editors’ con- 
ference of the American Society of 
Association Executives, January 7 and 
8, at Philadelphia. One of eighty 
association editors at the meeting, Dr. 
Keesecker reports that the conference 
certainly gave him many modern and 
interesting ideas for use in A.O.A. 
publications. Featured at the meeting 
were many excellent talks on such 
subjects as improving magazine read- 
ability, recent developments in asso- 
ciation periodicals, and new technics 
of typography, illustrations, and lay- 
out. 

On January 9 Dr. Keesecker was 
given a look into the future of the 
Philadelphia College of Osteopathy, 
the profession’s only eastern college. 
As the guest of President Frederic H. 
Barth, the A.O.A. Editor first attend- 
ed a luncheon at the Union League 
Club with Dean Sherwood R. Mercer 
and several members of P.C.O.’s 
Board of Trustees. Following the 
luncheon, he visited the Hospital of 
Philadelphia College of Osteopathy 
and North Center Hospital of Phila- 
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showing that the gross advertising figure 
for THE JouRNAL and THE Forum for 
the first 7 months of the 1957-58 fiscal 
year is considerably more than that for 
the similar period of the past year. 

In reporting this information, Mr. Su- 
berg observed that advertising schedules 
may not continue to increase at this ac- 
celerated pace since many business peo- 
ple anticipate a recession and are plan- 
ning cuts in their advertising budgets. 

All in all, the current increase points 
on the one hand to the buying power of 
the profession and on the other to ac- 
ceptance of its worth by medical supply 
houses. 


Report $1,150 in gifts 
for McCaughan Fund 


> A gift of $1,000 was recently received 
from the American College of Osteopath- 
ic Surgeons for the Russell C. Mc- 
Caughan Educational Fund. The money 
earmarked for the fund honoring the late 
Executive Secretary of the American Os- 
teopathic Association was forwarded by 
Dr. Charles L. Ballinger, A.C.O.S. sec- 
reary-treasurer. Another $150 was con- 


delphia. Then Dr. Keesecker toured 
the 16-acre area on City Line Avenue, 
recently purchased by P.C.O. for a $10 
million Osteopathic Training and Re- 
search Center. This new center will 
develop P.C.O.’s long-planned “Three 
C” program—a new campus, a new 
center, and a new concept—that will 
make possible teaching, research, and 
the practice of the art of osteopathic 
healing all in the same area. 


Lawrence W. Mills, director, Office 
of Education, was in Massachusetts 
from January 13 to 19. He toured Bos- 
ton University, Boston College, North- 
eastern University, Harvard Univer- 
sity, and Tufts University for the 
purpose of meeting with the schools’ 
premedical chairmen and committees. 
Mr. Mills took with him the progress 
reports of nineteen former alumni of 
these schools now attending osteo- 
pathic colleges. 


On January 18, Mr. Mills stopped in 
Boston to be a featured speaker at the 
annual meeting of the Massachusetts 
Osteopathic Society. In his talk on os- 
teopathic education, he particularly 
stressed the last decade of progress 
and plans for the next decade. While 
in Massachusetts, Mr. Mills helped 
Mrs. George W. Northup with plans 


tributed by the New York State Osteo- 
pathic Society in January. These two 
donations bring the total of the Mc- 
Caughan Fund to $12,050. 

The McCaughan Fund was created in 
1956 at the time of Dr. McCaughan’s re- 
tirement as Executive Secretary of the 
A.O.A. after 25 years of outstanding 
service. His interest in the education of 
young osteopathic physicians was basic 
to choosing the purpose of the Fund 
which now serves as a fitting memorial. 
A committee is currently considering ap- 
propriate educational use for the contri- 
butions that have been received. 


Dr. Morrison 
reports schedule 


® Dr. Carl E. Morrison, A.O.A. Presi- 
dent, has announced the schedule for 
some of the meetings he will attend this 
year. In March, he will be at the East- 
ern Osteopathic Association convention 
in New York City. April will find him 
in Albuquerque, N. Mex., and Nashville, 
Tenn., for meetings of those state so- 
cieties. During May he will attend the 
annual conventions of seven divisional so- 
cieties. This tour will take him to Min- 
neapolis, Minn., Fort Worth, Texas, Tuc- 
son, Ariz., Atlanta, Ga., Sacramento, 
Calif., French Lick, Ind., and Williams- 
burg, Va. In June, he will be in Seattle, 
Wash., for the Northwest Osteopathic 
Convention. 


for the organization of an auxiliary to 
the Massachusetts divisional society. 
Speaking before a number of doctors’ 
wives he explained that auxiliaries 
have proved a strong aid to the pro- 
fession in many vital programs and in 
public relations in general. 


Walter A. Suberg, Business Manag- 
er, attended the first annual meeting 
of the newly organized Professional 
Convention Management Association 
in Phoenix, Arizona, January 14 to 17. 
He was accompanied by his assistant, 
Thomas S. Dominick. Participation in 
this meeting enabled Mr. Suberg and 
Mr. Dominick to discuss problems 
with other individuals having like re- 
sponsibilities and objectives. 


Dr. Clyde C. Henry, director of hos- 
pital inspections, inspected hospitals 
in California and Oklahoma during 
January. This trip completed Dr. Hen- 
ry’s first year of inspection duty for 
the A.O.A. Bureau of Hospitals. He 
started the 1958 inspection program in 
mid-February. An interesting but diffi- 
cult job, Dr. Henry’s work requires a 
great deal of stamina as well as ability. 
His work carries him back and forth 
across the Nation inspecting hospitals 
which apply for A.O.A. registration 
and intern and/or resident training. 
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P.&P.S. PReviews and PRojects 


Exhibits—P.&P.S. will show the 
A.O.A. traveling exhibit at the March 
31-April 3 convention of the American 
Personnel and Guidance Association at 
the Sheraton-Jefferson Hotel in St. 
Louis. About 2,700 vocational guid- 
ance counselors, educators, and school 
administrators are expected to attend 
the sessions. 

The A.O.A. booth will supply infor- 
mation to those persons who advise 
students the career opportunities in os- 
teopathy and the educational require- 
ments necessary to become a doctor of 
osteopathy. The booth will be staffed 
by John J. Hank, P.&P.S. audio-visual 
director. 

Conventions—The division’s 1958 
convention schedule began in January 
with P.&P.S. assisting the Massachu- 
setts Osteopathic Society with pub- 
licity for its annual meeting. News ma- 
terials prepared at the Central Office 
were sent to the society’s public rela- 
tions chairman for his use. 

The next meeting currently sched- 
uled for coverage by P.&P.S. person- 
nel is the American College of Osteo- 
pathic Obstetricians and Gynecologists 
convention in February at Denver. 
Following that is the 26th National 
Osteopathic Child Health Conference 
of the Jackson County (Missouri) Os- 
teopathic Association in April at Kan- 
sas City. 

State meetings in Wisconsin, Texas, 
Minnesota, Georgia, Indiana, and West 
Virginia will require the services of 


Otha W. Linton, P.&P.S. press repre- 
sentative, or other staff members where 
dates conflict. Requests from other 
groups for meeting coverage are an- 
ticipated. 

Awards Contest—The earliest en- 
tries in the A.O.A. journalism awards 
contest for the best newspaper articles 
about osteopathy have been received. 
The contest was announced in osteo- 
pathic publications and in a letter to 
editors of newspapers across the coun- 
try. 

A prominent Chicago newsman has 
agreed to act as the final judge for the 
contest. He presently serves as an edi- 
torial executive of a metropolitan daily 
paper and also is on the faculty of the 
Medill School of Journalism of North- 
western University. 

TV Series—Demand for the divi- 
sion’s “Symptoms of Our Time” tele- 
vision series has been so enthusiastic 
that it was necessary to purchase 
eighteen additional prints. Eight sets 
of the six film series were ordered by 
divisional societies for use by television 
stations in their states. Other commit- 
ments made by the division and re- 
quests for nontelevision uses of the 
film have made it impossible to fill all 
requests—a favorable condition, ac- 
cording to Robert A. Klobnak, P.&P.S. 
director. 

Mailing List—The P.&P.S. staff is 
completing compilation of a corrected 
mailing list of news editors, science 
writers, and radio and television news 


and special events directors. The use 
of this list will make it possible for 
information to be given to the correct 
persons in time for them to make the 
most efficient use of it. 


New brochure in the making 


> The past, present, and future of os- 
teopathic education will be the subject of 
a new brochure now being prepared by 
the Division of Public and Professional 
Service, according to Dr. True B. Eve- 
leth, Executive Secretary. The purpose 
of the brochure is to acquaint readers 
with the osteopathic colleges, their his- 
tory over the past 10 years, their facili- 
ties, their students, their courses of study, 
and their future plans. Blueprints and 
architectural sketches of the modern ex- 
pansion units being planned by the vari- 
ous colleges will be included also. 

When completed, the 14- to 16-page 
brochure will be distributed to businesses, 
industries, foundations, and philanthropic 
organizations, so they may see the heights 
which osteopathic education has reached 
and plans to ascend. 

Much of the material for the new 
booklet originated in a recent develop- 
ment survey of the colleges, authorized 
by a directive from the Committee on 
Development. The survey was conducted 
by Lawrence W. Mills, director, Office 
of Education, and G. Willard King, di- 
rector, The Osteopathic Foundation. Mr. 
Mills visited five of the colleges, and Mr. 
King made the survey at the Chicago 
College of Osteopathy. 

Even a brief perusal of the booklet 
will reveal that the future growth and 
acceptance of osteopathy are assured. 


Current Literature 


Problems associated 
with routine immunizations 


> NEW INFORMATION relating to disease prevention by immuni- 
zation demands that existing practices and concepts be appraised 
and modified, says C. Arden Miller, M.D., in the November 
1957 issue of Postgraduate Medicine. The problem of whether 
to use combined vaccine rather than consecutive courses of sin- 
gle antigens has not yet been completely solved, although there 
is evidence that combined antigens compare favorably with sin- 
gle antigens in safety and effectiveness. A British study now in 
progress is expected to give a definitive answer to this question. 
The advantages of alum-precipitated toxoids over fluid prep- 
arations are more prolonged antitoxic immunity, greater effec- 
tiveness as immunizers against pertussis in early infancy, and 
less likelihood of systemic reactions by virtue of lower protein 
content and slower absorption. The disadvantages are a greater 
delay between injection and immunologic protection and a higher 
incidence of local reactions. Two mineral carriers, aluminum 
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phosphate and aluminum hydroxide, are even more effective ad- 
juvants than alum, and produce fewer reactions. It seems pos- 
sible that with newer, more potent toxoids and more effective, 
less irritating adjuvants the disadvantages cited for vaccines 
with mineral carriers will be vitiated. Until recently most au- 
thorities advocated deferring immunization until at least 6 
months of age, on the basis that younger infants were less able 
to produce antibodies and that the passively acquired (trans- 
placental) circulating antibodies interfered with the development 
of active immunity. On the basis of newer evidence, it is now 
the common practice to give the first immunization at the 6- 
week check-up and to complete the full course of primary im- 
munization, including smallpox vaccination, by 6 months of age. 
There is good reason for this practice. Very young infants have 
fewer undesirable reactions to immunizations than do older 
ones. Further, the mortality and morbidity rates of some dis- 
eases are the highest in the first year of life. 

In the control of diphtheria the physician faces the paradox 
of having produced a predominantly susceptible population as 
the result of immunization programs. When the disease was 
rampant, the natural booster effect of a large reservoir of in- 
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fection maintained a high level of immunity. Today a great 
many children are immunized in infancy, but this immunity is 
often not maintained. When immunization is done in infancy, a 
booster injection should be given a year later and thereafter at 
intervals of 3 or 4 years until the age of 10. After 10, sensitivity 
and severe reactions are more likely, and a test for sensitivity 
should be given before administration of the toxoid. Persons 
over 10 should be given a Schick test every 3 years. It has re- 
cently been shown that highly potent diphtheria toxoid in small 
doses absorbed on aluminum phosphate can induce immunity in 
nearly all adults with complete safety. This is not yet avail- 
able commercially. Among the problems of tetanus immuniza- 
tion is the question of how much time can elapse between pri- 
mary immunization and the giving of a booster for adequate 
prophylaxis. Experience during World War II showed that 
there is a good antibody recall after 10 years; however, until 
there is evidence that tetanus depends on something else than 
the level of circulating antibody, it seems wise to give a booster 
every 3 years. In peitussis immunization, a recent extensive 
study has demonstrated the great effectiveness of the vaccine, 
and a newly established unit measure of potency should elimi- 
nate weak vaccines and reduce reactions by avoiding excessive 
dosage. Although smallpox vaccination is probably our most 
effective immunization procedure and is also very safe, certain 
rare complications may occur. These are generalized vaccinia, 
vaccinia encephalitis, and vaccinia gangrenosa. The use of hy- 
perimmune vaccinia gamma globulin should be considered for 
any person suffering these complications. At present, the only 
claim that can be supported concerning the protective value of 
Salk poliomyelitis vaccine pertains to the months immediately 
following immunization. Boosters should be given until such 
time as they are proved unnecessary. Studies are under way to 
determine the effectiveness of combined poliomyelitis and DPT 
vaccines. 


Arthrographic studies 
of the shoulder joint 


> A STUDY IN WHICH ARTHROGRAMS were made of 96 “prob- 
lem” shoulders is reported in the December 1957 issue of the 
Journal of Bone and Joint Surgery by Graham A. Kernwein, 
M.D., Bertil Roseberg, M.D., and William R. Sneed, Jr., M.D. 
The procedure is simple, safe, and relatively painless. In this 
series there were no complications. In the 96 shoulders studied, 
three characteristic arthrographic pictures were found. The first, 
which has seven distinguishing features and is considered nor- 
mal, is common to a variety of conditions, including those in 
which there is no primary shoulder disease. The second is 
indicative of rupture of the rotator-cuff mechanism and is 
characterized by an increase in the liquid capacity of the joint 
as well as by visualization of the subacromial bursa. The 
third, found only in the presence of organic scapulohumeral 
fixation, is characterized by an inelastic, nondistensible capsule 
and by considerable reduction in the size of the joint space; 
the other characteristics of this picture are normal. If there 
is a significant discrepancy from normal in the liquid-volume 
capacity of the joint, if an abnormal communication between 
the scapulohumeral joint and the surrounding tissues is demon- 
strated, or if the elasticity of the capsule appears altered, the 
arthrographic picture may be considered abnormal. The pain- 
obliteration, abduction strength test was found to be an ex- 
cellent method for selecting candidates for arthrographic study. 
The arthrographic findings were correlated with pathologic 
findings at operation in 54 instances. Of the 35 patients in 
whom the diagnosis was complete rupture of the shoulder-cuff 
mechanism, 33 had a demonstrable lesion at operation. Of these 
33, 8 had a coexisting complete dislocation of the long head 
of the biceps, 2 had complete rupture of the biceps tendon, 4 
had a calcified supraspinatus, and 3 had a history of recurrent 
dislocation of the shoulder joint with rupture of the capsule 
at the glenoidal labrum. Among the conclusions drawn from 
this study were as follows: Capsulitis is an inflammatory con- 
dition infrequently, if ever, associated with rupture of the 
rotator-cuff mechanism; coexistence of the lesions of the biceps 
tendon and rotator cuff is common; and coexistence of calci- 
fication of the subacromial tissues and rupture of the rotator- 
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cuff mechanism is not uncommon in the presence of reduced 
abduction strength. The authors feel that arthrography is an 
unusually accurate and easily interpreted test that provides 
information that would be unavailable without an exploratory 
operation. 


Clinical experiences 
with pheochromocytoma 


> IN THE JANUARY 1958 issue of Surgery, Gynecology and 
Obstetrics, Edward M. Lance, M.D., William R. Cate, Jr. 
M.D., Grant W. Liddle, M.D., and H. William Scott, Jr., M.D., 
state that although it is considered a rare tumor, pheochromo- 
cytoma is probably more prevalent than is generally believed. 
Only 300 cases have been reported to date, but it has been 
estimated that 600 to 800 people die yearly as a result of un- 
treated pheochromocytoma. The authors observed 12 cases in 
4 years. Classically, the manifestations are paroxysmal, but 
this may be expected in only slightly more than 50 per cent 
of patients. Hypermetabolism is usually, but not necessarily, 
clinically apparent. Since 1945, indirect pharmacologic tests 
aimed at altering the effects of the circulating vasopressor 
substances produced by the tumor have been the chief methods 
of confirming the clinical diagnosis, but direct estimation of 
urinary catechol amines should supplement and may eventually 
supersede the indirect tests, since they are safe and potentially 
more accurate. 

Pheochromocytoma is a treacherous tumor, and delay in 
surgical treatment may be fatal. In untreated patients, death 
usually results from cerebral hemorrhage, myocardial! infarc- 
tion, or pulmonary edema. There were no deaths in the authors’ 
series when definitive surgery for preoperatively recognized 
pheochromocytoma was carried out. There is a much higher 
mortality rate when patients with pheochromocytoma are sub- 
jected to unrelated major surgical procedures; thus surgical 
treatment of the tumor should take precedence over treatment 
of coexisting conditions except in extreme emergencies. The 
anesthesia used should permit rapid induction, adequate oxygen- 
ation, and relaxation with minimal vasomotor alterations. 
These aims can be accomplished with Pentothal sodium induc- 
tion with nitrous oxide, ether, and oxygen maintenance. The 
thoracoabdominal approach provides the best exposure of the 
tumor. When the location of the tumor is uncertain an initial 
abdominal incision should permit conversion into a thoraco- 
abdominal exposure. Gentle handling of the tumor during re- 
moval and immediate availability plus intelligent use of blood 
pressure regulating drugs are essential. A higher index of 
suspicion coupled with a more efficient use of diagnostic aids 
is essential if the salvage rate of this group of potentially 
curable hypertensive patients is to be raised. 


Radiation pneumonitis and fibrosis: 
a complication of radioiodine 
treatment of pulmonary metastases 
from cancer of the thyroid 


P THE COURSE OF CANCER Of the thyroid with pulmonary metas- 
tases treated with radioiodine was reviewed in 15 cases by J. E. 
Rall, M.D., J. B. Alpers, M.D., C. G. Lewallen, M.D., M. Son- 
enberg, M.D., M. Berman, Ph.D., and R. W. Rawson, M.D. 
Writing in the November 1957 issue of the Journal of Clinical 
Endocrinology and Metabolism, they say that neither hypothy- 
roidism nor hyperthyroidism seemed to affect the development 
of pulmonary fibrosis. A dose of more than 100 mc. of radio- 
iodine is apparently necessary to produce discernible changes in 
pulmonary function and two doses of 100 mc. deposited in the 
chest at widely spaced intervals are not as likely to be damaging 
to normal lung tissue as a single dose of 200 mc. In this series 
radioiodine as I*™ was given in doses ranging from 107 to 355 
mc. There were no permanent hematologic changes, although 
marked leukopenia and thrombocytopenia were seen in many in- 
stances. Treatment of pulmonary insufficiency was in general 
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disappointing. Of the 15 patients, 2 died from what was pre- 
sumed to be radiation pneumonitis. In 4 others there was x-ray 
evidence of pulmonary fibrosis. Nine patients are still alive 1yY 
to 8 years after I™ therapy. From a practical standpoint, the 
authors evolved the following criteria, which they say are based 
on rather tenuous evidence. In patients with multiple diffuse 
pulmonary metastases, the amount of I™ irradiation to the chest 
should not exceed 125 mc. in any single dose. Multiple doses 
should be separated by at least 6 months. The magnitude of 
any contemplated dose should be further restricted by hemato- 
logic considerations. 


The treatment of constipation 
during pregnancy 


> THE USUAL PREVENTIVE and remedial measures for constipa- 
tion often fail during pregnancy because pressure from the 
eravid uterus interposes mechanical interference to evacuation. 
Believing that a mild laxative for oral administration would 
most satisfactorily meet the needs of pregnant women, August 
F. Daro, M.D., Harvey A. Gollin, M.D., and Ernest G. Nora, 
Jr., M.D., studied the use of phenolphthalein in 102 cases. In the 
October 1957 issue of the American Journal of Gastroenterol- 
ogy, they state that there was relief from constipation in all of 
40 women receiving 2 grains of white phenolphthalein. All of 
36 women taking 114 grains of yellow phenolphthalein and all 
30 women who received a capsule containing 1 grain of white 
and 1 grain of yellow phenolphthalein were relieved of consti- 
pation. There were multiparas and primiparas in the group, 
and none had a history of premature labor, stillbirth, or spon- 
taneous abortion, as far as could be ascertained. After the use 
of various doses of the laxative, no changes or unusual mani- 
festations of any kind were noted that could be attributed to the 
drug. The more or less permanent or prolonged relief from 
constipation experienced by some of the patients may have been 
due to a “tonic” influence of the drug, resulting in increased 
peristaltic efficiency of the colon. The authors conclude that 
phenolphthalein may be safely administered when a laxative 
must be used in pregnancy, with only the therapeutic discern- 
ment necessary in employing any medication at this period. 


Hazards and safeguards 
in the use 
of parenteral replacement fluids 


P» IN THE OCTOBER 1957 issue of the Surgical Clinics of North 
America, Harvey R. Bernard, M.D., says that physicians must 
reawaken themselves to the fact that, while parenteral fluid ad- 
ministration is a necessary, simple, and effective technic, it must 
be used under strict controls to avoid the inherent hazards. 
Among the hazards associated with preparation and storage of 
parenteral solutions is contamination with infective material. 
This problem is complicated by the fact that many parenteral 
solutions are ideal culture media. Sterilization is further ham- 
pered in that some solutions do not withstand the necessary 
heat. Sterilization of sodium bicarbonate produces undesirable 
sodium carbonate through elimination of carbon dioxide. Sterili- 
zation of blood is impossible. Pooling of plasma increases the 
danger of infectious hepatitis. This hazard may be overcome by 
storage at room temperature for 6 months with interval bac- 
terial cultural control prior to infusion. Pyrogenic substances 
may be retained when parenteral fluid containers are reused but 
may exist even before such use. Such substances must be re- 
moved by thorough cleansing and rinsing to remove the cleanser. 
Use of disposable containers eliminates retained pyrogens, but 
care must be taken to insure that no noxious substances used in 
manufacture remain. Because of the possibility of human 
error, there should be constant checks on the type and amount 
of the ingredients in each batch. Errors in technical processing, 
packaging, and labeling must be prevented by careful checks on 
each procedure. Evaluation of formulas must be made prior to 
mixing of ingredients to insure compatibility. The house officer 
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at the bedside who prepares various complicated mixtures must 
also take this precaution to prevent changes in pH, precipitation, 
alteration of the therapeutic effect, or production of noxious 
degradation compounds. Parenteral solutions should be dis- 
pensed in batches so that if difficulty is detected with one bot- 
tle, the offending batch will be incriminated. Manufacturers 
should insure through proper labeling, the use of variously 
shaped containers, or purposeful mismatching of fittings that no 
solution unsuitable for parenteral use is placed in a container 
that makes it possible for it to be mistaken for a parenteral 
solution. 

Despite the common use of parenteral fluids, the technic of 
administration is not without danger and any tendency to permit 
use without proper supervision is to be decried. Hazards in 
technical administration include damage due to needle puncture ; 
injury to veins or surrounding tissues by the solution introduced ; 
introduction of infective, pyrogenic, or foreign material; air 
embolism; and human error and faulty handling of fluid reac- 
tions. When the problem concerns the proper selection of a fluid 
for a specific replacement problem, additional hazards are en- 
countered, varying with the type of fluid administered and with 
the ailment of the patient. The hazards associated with blood and 
plasma have to do with the immunologic reactions and the os- 
motic effect of the protein plus the salt solution vehicle. Each 
step of the procedure must be checked and rechecked to avoid 
the possibility of human error. Fluids containing various food- 
stuffs should be given relatively slowly and the patient should 
be carefully observed for allergic or febrile reactions. Solutions 
given to replace extracellular fluid should reflect as nearly as 
possible the losses in volume and composition. Hypertonic elec- 
trolyte solutions should be given only on definite indication and 
should not exceed 1 molar in concentration. Alkalinizing salts 
in therapy of acidosis must be given with great care, especially 
if the serum calcium concentration is low. When fluid combina- 
tions are used the greatest danger is that the individual actions 
will be neglected and either too much or too little effect of the 
secondary substances will be observed. As the kidney occupies 
such an important position in the regulation of body fluids, dis- 
turbances in renal function lead to special hazards. Among these 
are overloading of the extracellular fluid compartment, altera- 
tion in electrolytic osmolar concentration, and alterations asso- 
ciated with treatment of acid-base balance and specific ionic 
concentration. 


The Stein-Leventhal syndrome 


® Nn 1935, sTEIN AND LEVENTHAL were the first to correlate 
bilateral polycystic ovaries with a definite clinical syndrome 
that consists of menstrual irregularity, especially amenorrhea, 
and a history of sterility, in association with bilateral poly- 
cystic ovaries. In the December 1957 issue of the American 
Journal of Obstetrics and Gynecology, Rufus P. Ellett, Jr., 
M.D., and Donald D. Barnes, M.D., point out that menstrual 
irregularities and sterility are the commonest complaints of 
the patient. Hypermenorrhea may be severe enough to cause 
acute anemia or even shock. Hirsutism occurs in about half 
of these women, and a male escutcheon is fairly common. 
Obesity is fairly frequent, and underdevelopment of the breasts 
is infrequently seen. Bilateral and simultaneously enlarged 
polycystic ovaries are absolutely necessary for a diagnosis of 
Stein-Leventhal syndrome. Pneumoroentgenography has been 
successful in demonstrating the enlarged bilateral polycystic 
ovaries and hypoplasia of the uterus. Culdoscopy has proved 
of considerable benefit in making a diagnosis in patients with 
sterility. The etiology of the condition remains obscure, but it 
has been shown not to be congenital, inflammatory, or degen- 
erative. The most satisfactory treatment appears to be wedge 
resection of the ovaries. The remaining follicle cysts are per- 
forated and the defect closed with fine catgut. It has been 
recommended that dilatation and curettage be done on all 
patients with menometrorrhagia associated with this syndrome 
to rule out endometrial carcinoma. After wedge resection men- 
strual periods usually resume within 5 weeks, and pregnancy 
usually occurs within an average of 5 months. If pregnancy 
does not occur in a reasonably short time the likelihood of 
conception is remote. 
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> Books for review which were received during the period 
from December 5 to January 5 are listed on advertising pages 
110 and 111. Reviews of these books will be published as space 
permits. 


® SCHIZOPHRENIA in Psychoanalytic Office Practice. Edited by Al- 
fred H. Rifkin, with 30 contributors. Cloth. Pp. 150. Price $4.00. Grune 
and Stratton, Inc., 381 Fourth Avenue, New York City 16, 1957. 


Schizophrenia is one of the great mysteries of medicine and 
remains a challenge to the psychiatric arts, although research 
and competitive thinking have improved the therapy to a point 
where the disease is no longer a synonym for living death. This 
volume is a study of psychoanalytic advances in treatment in 
this condition. Formerly it was felt that psychoanalysis was 
not indicated but the papers here presented show much change 
from the old thinking. These papers are from a symposium of 
the Society of Medical Psychoanalysts and represent the work 
of thirty contributors, numbering the best known analysts in 
this country. 

The book is divided into three sections. The first in on 
Concepts, and consists of four papers: “The Nature of Extra- 
mural Schizophrenia,” “Schizophrenic Consciousness and Prac- 
tice,” “The Conceptual Vicissitudes of the Idea of Schizophre- 
nia,” and “Summary of Concepts.” The second section, on 
Special Problems, is handled under two headings: “Transfer- 
ence and Related Problems,” and “Anxiety, Panic and Other 
Problems.” The former comprises five papers: “The Constella- 
tion of the Schizophrenia,” “Love Transference in the Schizo- 
phrenic Female Patient,” “Combined Psychoanalytic Therapy 
with Negative Therapeutic Reactions,” “Transference and 
Countertransference,” and “Liking and Disliking One’s Pa- 
tients.” The latter comprises also five papers: “Anxiety,” 
“Panic,” “Suicide,” “Hospitalization,” and “Family Role in Am- 
bulatory Treatment.” The third section, Treatment, includes 
four papers: “Selection of Schizophrenic Patients for Office 


Practice,” “Treatment of Social Attitudes in Ambulatory 
Schizophrenic Patients,” “Psychic Structure and Therapy of 
Schizophrenia,” and “Summary of Treatment.” 


Nineteen of the participants are members of the faculties 
of medical schools and are engaged in the training of medical 
students. Six on the faculty of the William Alonson White In- 
stitutes account for the strong flavor of that Foundation present 
in this work. 

Today there is a concerted attack upon schizophrenia, and 
this small volume epitomizes a channel along which this effort 
is being made. Every physician should be informed as to what 
is happening in this rather large segment of the practice of 
medicine and this little work would be helpful in that regard. 

Tuomas J. Meyers, Ph.D., D.O. 


® ANESTHESIA AND OTOLARYNGOLOGY. By Donald F. Proctor, 
M.D., Assistant Professor of Laryngology and Otology, The Johns Hop- 
kins University School of Medicine; (Associate Professor of Laryngol- 
ogy and Otology, Johns Hopkins 1946-1951; Professor of Anesthesiology, 
Johns Hopkins (1951-1955). Cloth. Pp. 267, with illustrations. Price 
$7.00. Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1957. 


This unusual book on anesthesia was written by a man 
who is a specialist in both anesthesiology and otolaryngology. 
Twenty chapters cover basic concepts of modern physiologic 
anesthetic principles as they are related to otolaryngology. A 
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final chapter deals with respiratory resuscitation of the new- 
born. 

Emphasis is placed on proved, conservative anesthetic care. 
The importance of proper pulmonary ventilation is repeatedly 
stressed. The following statements are worthy of note: 


. . For safe anesthesia one can never afford to withdraw his attention 
from the pulse or respiration. .. . 


. . « The fact that most otolaryngological procedures are considered 
minor surgery should not deprive a single one of these patients of all of 
the safeguards associated with surgical and anesthetic care of the patient 
being submitted to the most serious operative procedures. 


. . The experienced physician specialist in anesthesia is often stag- 
gered by the thoughtlessness of the surgeon who glibly assures the pa- 
tient that he will receive or not receive some given anesthetic without 
any thoughtful consideration of the pros and cons of the problem pre- 
sented by the individual patient. . . 

On page 30 is an illustration of a child undergoing induc- 
tion of anesthesia with a stethoscope taped over the precordial 
area for continual monitoring of cardiac action. The reviewer 
has been using this precaution for years and can attest to its 
value. 

This book, while comparatively high in cost, should be in 
the library of the practicing otolaryngologist and anesthesiolo- 
gist and should be required reading by those preparing for these 
two specialty fields. 

A. A. Gotpen, D.O. 


® THE PHYSICIAN’S OWN LIBRARY. Its Development, Care and 
Use. By Mary Louise Marshall, Librarian, Rudolph Matas Medical Li- 
brary, Tulane University; Assistant, Orleans Parish Medical Society Li- 
brary, New Orleans, Louisiana. Paper. Pp. 87. Price $3.00. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


This little monograph is highly recommended, especially to 
every student physician from his first year in medical school 
through his internship and residency and to those young physi- 
cians whose libraries are no more than an accumulation of 
books because their purchases have not been wisely planned. 
Before the reader turns aside this reviewer’s suggestion that 
he buy the book on the basis that it is a “plug” not pertinent 
to the reader, he is asked to read the editorial comment on the 
monograph which will be found on page 395 of this issue of 
THE JOURNAL. 


® MODERN PERINATAL CARE. By Leslie V. Dill, M.D., F.A.C.S.; 
Diplomate of the American Board of Obstetrics and Gynecology; Asso- 
ciate Clinical Professor, Obstetrics and Gynecology, Georgetown Univer- 
sity School of Medicine; Consultant, Obstetrics and Gynecology, Army 
Medical School and Walter Reed General Hospital; Staff Member, Ob- 
stetrics and Gynecology, Providence Hospital, Washington, D.C. Cloth. 
Pp. 309, with illustrations. Price $6.50. Appleton-Century-Crofts, 35 
West 32nd Street, New York 1, 1957. 


This concise digest of modern concepts and technics for 
obstetric care is recommended to the profession. 

After a brief history of obstetrics and the reduction of 
maternal and infant mortality through practice of its modern 
form, the author conducts the patient through each phase of 
pregnancy, from its inception to the close of the postpartum 
period. The reader is offered some methods for both routine 
and emergency care that should prove valuable to those having 
little or no access to elaborate hospital facilities. 

The two closing chapters of the book comprise a discus- 
sion of the medicolegal problems of obstetric practice and the 


ethics of the Catholic church as they pertain to obstetric care. 
(Continued on page 430) 
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ADVISORY BOARD for Osteopathic Specialists 
and Boards of CERTIF ICATION 


Advisory Board 
for Osteopathic Specialists 


THOMAS J. MEYERS, D.O. 


Chairman 


SEVERAL SPECIALTY BOARDS in osteopathic medicine were in 
the process of formation prior to 1939 and the demand for 
others was recognized. Osteopathic specialists and the osteo- 
pathic profession felt the need of a single authoritative agency 
to define graduate education, establish minimum standards 
that would be basic to such education, furnish information on 
procedure to the specialty groups, coordinate their efforts, and 
protect the public by giving validity to certification. To meet 
these needs, the Advisory Board for Osteopathic Specialists 
was organized in 1939 by authorization of the Board of Trus- 
tees of the American Osteopathic Association. The Advisory 
Board rendered immediate assistance to existing specialty 
groups in their efforts to initiate and maintain minimum stand- 
ards of graduate education against the time when individuals 
in various specialties would be prepared for certification. It 
helped in the establishment of additional boards of certification 
as the growth of specialties within osteopathic medicine de- 
manded. 

Certifying boards need assistance in determining the 
standards of fitness and ability of each applicant for certifica- 
tion as a specialist, they require guidance in defining the scope 
of the several accepted specialties, and they need advice in 
establishing standards of education and training for these 
specialties. An authoritative agency of the Board of Trustees 
of the American Osteopathic Association is required to main- 
tain a cooperative effort between the certifying boards and 
educational and training-hospital groups, in order that graduate 
educational facilities will be constantly available to students 
in the various specialty fields. By the creation of an advisory 
board it was possible to obviate duplication of effort, to pro- 
mote uniformity in the methodology of certification, to prevent 
unofficial groups from assuming the right of certification, and 
to inform the profession at large of the significance of specialty 
certification and its relation to the general practitioner. 

The Advisory Board is composed of the secretaries of the 
approved certifying boards and one other appointed representa- 
tive from each of the boards, two representatives of the Board 
of Trustees of the American Osteopathic Association, and rep- 
resentatives from such other national groups as are interested 
in the education, examination, and certification of osteopathic 
specialists. 

Member organizations comprising the Advisory Board of 
Osteopathic Specialists are twelve boards of specialty certifica- 
tion, the Board of Trustees of the American Osteopathic Asso- 
ciation, the Bureau of Professional Education and Colleges, 
the Bureau of Hospitals, the American Association of Osteo- 
pathic Colleges, and the Central Office of the American Osteo- 
pathic Association. The voting membership totals 30. 
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MEMBERSHIP OF THE ADVISORY BOARD FOR 
OSTEOPATHIC SPECIALISTS, 1958 


BOARD OF TRUSTEES OF THE AMERICAN OSTEOPATHIC 
ASSOCIATION 


J. Edward Sommers John W. Hayes 
BUREAU OF PROFESSIONAL EDUCATION AND COLLEGES 
Roy J. Harvey Charles C. Dieudonne 


BUREAU OF HOSPITALS 
John P. Schwartz Vincent P. Carroll 


AMERICAN ASSOCIATION OF OSTEOPATHIC COLLEGES 
K. J. Davis Wallace M. Pearson 


CENTRAL OFFICE—AMERICAN OSTEOPATHIC 
ASSOCIATION 


AMERICAN OSTEOPATHIC BOARD OF : ANESTHESIOLOGY 
K. George Tomajan . Craig Walsh 


AMERICAN OSTEOPATHIC BOARD OF — 
Ulbrich Donald L. Gardner 


INTERNAL MEDIC 
E. Lahrson 


Neil R. Kitchen 


Basil Harris 


AMERICAN BOARD OF NEUROLOGY 
PSYCHIATRY 


K. Grosvenor Bailey. Floyd E. Dunn 


AMERICAN BOARD OF OBSTETRICS 
ND GYNECOLOGY 
Frank E. 


Jacquelin Bryson 
AMERICAN OSTEOPATHIC BOARD OF cranial 
AND OTORHINOLARYNGOLO 


Ralph S. Licklider 
Alternates: J. Ernest Leuzinger, Richard J. Murphy 


AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY 
O. Edwin Owen Norman W. Arends 
Alternate: Boyd B. Button 


AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS 
Evangeline N. Percival Ruth Elizabeth Tinley 
Alternates: William S. Spaeth, Patrick D. Philben 


cin OSTEOPATHIC BOARD OF PHYSICAL 
EDICINE AND REHABILITATION 


Robert c Ruenitz William W. W. Pritchard 


AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 
Carlton M. Noll Carl S. Stillman, Jr. 
Alternates: George R. Norton, John W. Orman 


AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY 
Paul T. Lloyd D. W. Hendrickson 
Alternates: Theodore C. Hobbs, George W. Rea 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 
James M. Eaton Charles L. Ballinger 
Alternate: Ernest G. Bashor 
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COMMITTEES, 1958 


Executive Committee: 
Thomas J. Meyers, Chairman 
Carlton M. Noll, Vice Chairman 
Norman W. Arends 
K. J. Davis 


Review Committee (six members) : 
Appointed annually not later than 30 days 
before the time of annual meeting. 


Appeal Committee (five members) : 
Appointed when deemed necessary by the 
Chairman of the Advisory Board with the 
approval of the Executive Committee. 


Committee on Basic Documents : 
K. J. Davis, Chairman 
Glennard E. Lahrson 


REVISED RULES OF ORGANIZATION AND PROCEDURE 


ARTICLE I 


Sec. a. The name of this body shall be the Advisory Board 
for Osteopathic Specialists. 

Sec. b. This Advisory Board is constituted and functions 
under the auspices of the Board of Trustees of the American 
Osteopathic Association to which it serves as an advisory body 
and from which it receives authority to engage in those activ- 
ities necessary to fulfill its purposes. Actions of this Board to 
have effect must be approved by the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE II—PURPOSES AND DUTIES 

The purposes and duties of this Board shall be the fol- 
lowing : 

Sec. a. To assist in the establishment of certifying boards 
which shall determine the fitness and ability of each applicant 
for certification as a specialist in a distinct and recognized 
specialty. 

(1) To be accepted as a certifiable field of specialization 
such specialty must be accurately definable, must be represented 
hy a reasonable number of individuals who confine themselves 
or give the preponderance of their time to practice within the 
defined field; the technics practiced within the field shall be 
adequate to care for the majority of cases within the field de- 
fined; it shall be a field in which knowledge of the entire range 
of possibilities is a basic qualification and in which only the 
unusua' case calls for special technics not included within the 
definition and where the practitioner within the field is required 
to be competent to decide upon the need for special technics. 

(2) The definition which is included for the specialty shall 
be stated so as to delineate accurately the scope of practice 
properly embraced by the specialty. 

Sec. b. To advise the specialty certifying boards with ref- 
erence to defining and determining the scope of the several 
accepted specialties. 

Sec. c. To advise the specialty certifying boards with ref- 
erence to establishing appropriate standards of education and 
training for the several specialties and coordinating the require- 
ments for certification by the certifying boards. 

Sec. d. To advise the certifying boards in reference to the 
development of an appropriate modus operandi for determining 
fitness of applicants for certification. 

Sec. e. To receive from certifying boards proposals re- 
lating to their organization and activities and transmit these 
with appropriate recommendations to the Board of Trustees of 
the American Osteopathic Association. 

Sec. f. To provide for the certification of applicants in dis- 
tinct and recognized specialties in which there is no organized 
specialty society in the profession and no certifying board. 

Sec. g. To review the proposals for certification received 
from the certifying boards and make recommendations concern- 
ing each proposal to the Board of Trustees of the American 
Osteopathic Association for its action. 
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Sec. h. To maintain contact with the activities of the certi- 
fying boards in order to ascertain their conformity to the stand- 
ards and procedures adopted and to advise them when indicated 
regarding corrections in their procedures. If necessary, the 
Advisory Board shall make appropriate recommendations to the 
Board of Trustees of the American Osteopathic Association 
when any certifying board persists in failing to conduct its 
affairs in an acceptable manner. 

Sec. i. To cooperate with the Executive Secretary of the 
American Osteopathic Association in maintaining an accurate 
listing of certified specialists in good standing. 

Sec. j. To assist in educating the profession at large con- 
cerning the significance of specialty certification and its relation 
to the general practitioner. 

Sec. k. To respond in an advisory capacity to any group 
within the profession in matters pertaining to the recognition or 
declaration of specialization. 

Sec. 1. To cooperate with the Bureau of Professional Edu- 
cation and Colleges, the Bureau of Hospitals, and the American 
Osteopathic Association in creating and standardizing specialty 
training programs and in establishing the principle of certifica- 
ton in the personnel of the organizations coming under its 
jurisdiction. 

Sec. m. To keep a record of all meetings, transactions, and 
actions of the Advisory Board and maintain in an appropriate 
form a cumulative compilation of recommendations of this 
Board to the Board of Trustees of the American Osteopathic 
Association. 

The original stenographic notes of the proceedings of the 
Advisory Board shall be filed as the legal record of the minutes 
of the Advisory Board. The edited minutes shall be considered 
legal after approval by the Advisory Board except in instances 
of question as to original intent and purpose, when the original 
record shall become a part of the final document of record. 

Sec. n. To establish and maintain a file of the constitutions 
and bylaws of all approved certifying boards together with 
their amendments, cumulative lists of their memberships, cumu- 
lative lists of those certified by each certifying board, and 
record the standing of each certificate holder. 


ARTICLE III—MEMBERSHIP 


Sec. a. The membership of the Advisory Board for Osteo- 
pathic Specialists shall consist of those designated ex-officio 
members together with the secretary-treasurers of the several 
approved certifying hoards and one other appointed representa- 
tive from each of the certifying boards and representatives 
from each of the following groups as indicated below, appoint- 
ed by its chairman or president: 

(T) Board of Trustees of the American Osteopathic Asso- 

ciation—two represeritatives. 

(2) Bureau of Professional Education and Colleges—two 

representatives. 

(3) Bureau of Hospitals—two representatives. 

(4) American Association of Osteopathic Colleges—two 

representatives. 

(5) Central Office—American Osteopathic Association— 

one representative. The Executive Secretary of the 
American Osteopathic Association shall appoint one 
osteopathic physician from Central Office to serve as 
a member of the Advisory Board. 

Sec. b. Member organizations shall make their appointments 
within 60 days following each annual meeting of the American 
Osteopathic Association and the appointments shall be commu- 
nicated promptly to the Executive Secretary of the American 
Osteopathic Association and to the Secretary of the Advisory 
Board. 

Sec. c. Each member organization is entitled to two votes, 
but in no case may a member organization be entitled: to vote 
without a duly authorized representative being present. Both 
votes may be cast by one representative in the absence of the 
other. The representative of the Central Office shall have no 
vote, 

Sec. d. Alternates may be accepted as members if they are 
designated by the appropriate member organization officer and 
their names are in the hands of the Executive Secretary of the 
American Osteopathic Association and the Secretary of the 
Advisory Board for Osteopathic Specialists before the time of 
the annual meeting of the Advisory Board. 
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Sec. e. When one individual is named by two different 
member organizations as a representative, the appointing officer 
whose appointment was last received shall be informed of the 
previous appointment of the individual by another member or- 
ganization so that his appointment may be changed if desired. 

Sec. f. When an ex officio member of the Advisory Board 
is appointed as a representative of a member organization, he 
shall vote in the capacity as such a representative. If he is 
an Advisory Board member ex officio only, he may vote as an 
individual. 

Sec. g. Any organization which holds membership on the 
Advisory Board and which does not have its representatives in 
attendance for two consecutive years shall have its membership 
on the Advisory Board revoked. 


ARTICLE IV—OFFICERS 

Sec. a. The officers of this Board shall be Chairman, Vice- 
Chairman, and Secretary. 

Sec. b. The Chairman shall be elected at each alternate an- 
nual meeting for a term of 2 years from those who are mem- 
bers at the time of election. 

In the event of his not being a member of the Advisory 
Board under the provisions of Article III, Sec. a, during the 
period for which he is elected, he shall continue a member for 
the term of his office. 

He shall appoint all committees, excepting as otherwise 
provided, serve as an ex officio member of all standing commit- 
tees, making the prescribed reports, preside at all meetings of 
the Advisory Board, act as Chairman of the Executive Com- 
mittee, and perform such other duties as customarily reside in 
the office. 

In the event a certifying board for any reason ceases to 
function, he shall assume temporary chairmanship of that Board 
with restricted powers to maintain its operating continuity until 
the next meeting of the Advisory Board. In this capacity, he 
shall arrange for the evaluation of candidates’ credentials and 
for their examination, but shall not himself evaluate or examine. 

He shall make an annual and a midyear report of the 
Advisory Board’s activities to the Board of Trustees of the 
American Osteopathic Association. 

Sec. c. The Vice-Chairman shall be elected at each alternate 
annual meeting for a term of 2 years from those who are 
members at the time of the election. 

He shall be a member of the Advisory Board at the time 
of his election and shall be a member ex officio during the term 
for which he is elected. 

He shall perform the duties customarily resident in. this 
office. 

Sec. d. The Secretary shall be elected every third year for 
a term of 3 years from those who are members at the time of 
the election. 

He shall be a member of the Advisory Board ex officio 
during the term for which he is elected. 

He shall keep a record of all meetings, transactions, and 
actions of the Advisory Board and assist the Chairman in such 
other duties as are appropriate to this office. 

Sec. e. In the event of a vacancy in the office of the Chair- 
man and Vice-Chairman, the senior member of the two mem- 
bers at large elected to the Executive Committee, shall act as 
Chairman until the next regular meeting. 


ARTICLE V—COMMITTEES 

Sec. a. The Executive Committee shall be composed of the 
Chairman, Vice-Chairman, Secretary, and two members of the 
Advisory Board. 

One such member from the Advisory Board shall be elect- 
ed each year for a term of 2 years. 

Elected members of the Executive Committee shall be 
members ex officio of the Advisory Board through the terms 
for which they are elected. 

This committee shall carry out the policy and activity ini- 
tiated or decided by the Advisory Board. The Executive Com- 
mittee shall meet on call of the Chairman. 

The Executive Committee shall act for the Advisory Board 
between meetings of the Advisory Board. All actions of the 
Executive Committee shall be subject to approval of the Board 
of Trustees of the American Osteopathic Association. 
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Sec. b. A Review Committee composed of six members 
shall be appointed by the Chairman not later than 30 days be- 
fore the time of the annual meeting; or special meeting, from 
among members who affirm their intent to be in attendance at 
the meeting, for a term of 3 years, two of whom shall be ap- 
pointed each year to serve a term of 3 years. During the first 
year two shall be appointed for 1 year, two shall be appointed 
for 2 years, and two shall be appointed for 3 years. The Chair- 
man of the Advisory Board shall appoint one member to act as 
Chairman of the Review Committee. This Committee shall re- 
view the data supporting proposals for certification submitted 
by the Certifying Boards and make recommendation to the Ad- 
visory Board concerning the proper action on each candidate 
proposed. 

Names of the candidates who fail to meet the requirements 
of the Review Committee shall not be presented to the Advisory 
Board. 

Sec. c. A Nominating Committee composed of three mem- 
bers shall be appointed by the Chairman at the time of the an- 
nual meeting to name candidates for officers for the ensuing 
year and to report to the last session of the meeting, at which 
time election of officers shall take place. Nominations from the 
floor will be in order. 

Sec. d. An Appeal Committee shall be selected and appoint- 
ed by the Chairman of the Advisory Board, with the approval 
of the Executive Committee whenever it is deemed necessary 
by the Chairman of the Advisory Board to provide for adjudi- 
cation of a charge filed with the Advisory Board of unfairness 
or improper conduct of the affairs of any certifying board by 
an applicant for certification. 

The Appeal Committee shall be composed of five members, 
who shall elect their own chairman, one individual to be ap- 
pointed from the Bureau of Professional Education and Col- 
leges; one from the Bureau of Hospitals; one from the Board 
of Trustees of the American Osteopathic Association; and two 
from the membership of the Advisory Board for Osteopathic 
Specialists, no one of whom shall be a member of the certify- 
ing board which is the object of complaint. 

All appeals shall be filed with the Chairman of the Ad- 
visory Board not later than April 1. Copies of the written 
appeal and submitted material shall be provided to the Commit- 
tee at least 30 days prior to its next scheduled meeting. 

he meeting, or meetings, of the committee shall be ar- 
ranged by the Chairman of the Appeal Committee with the 
complainant and a representative appointed by the chairman of 
the certifying board involved. A stenotype record of the pro- 
ceedings shall be made, and such notes shall be confidential. 

After hearing and considering the presentation of the com- 
plaint and the certifying board’s response giving reasons for the 
action against which the complaint is directed, and after making 
any necessary investigation, the Appeal Committee shall make 
a report to the Advisory Board for Osteopathic Specialists, 
indicating what the Committee considers to be the proper action 
to be followed by the parties concerned. If the controversy is 
not suitably adjudicated and the circumstances justify, the re- 
port of the Appeal Committee shall be presented to the Board 
of Trustees of the American Osteopathic Association for fur- 
ther action. 

This committee shall be dissolved upon conclusion of the 
duties specified above. 

Sec. e. A Committee on Basic Documents shall be appoint- 
ed by the Chairman of the Advisory Board for Osteopathic 
Specialists at each annual meeting. For the purposes of this 
Committee, the basic documents shall be defined as the Consti- 
tution and Bylaws, Regulations and Requirements of the spe- 
cialty certifying boards, and the Manual of Procedure for the 
Advisory Board for Osteopathic Specialists and Boards of Cer- 
tification. 

The duties of this committee shall be: 

(1) To maintain a file of all basic documents of the Ad- 
visory Board and its member certifying boards. 

(2) To prepare and submit to the Advisory Board amend- 
ments to the Manual of Procedure for the Advisory Board for 
Osteopathic Specialists and Boards of Certification. 

(3) To review the basic documents of the specialty certify- 
ing boards and recommend proposed changes in these documents 
as may be necessary to establish conformity with the Manual 
of Procedure for the Advisory Board for Osteopathic Special- 


411 


rti- 
nd- 
ted 
he 
the 
on 
its 
he 
te 
n- 
on 
D 
or 
y 
he 
J 
| 
? 


ists and Boards of Certification, as approved by the Board of 
Trustees of the American Osteopathic Association. 


ARTICLE VI—MEETINGS 

Sec. a. A regular annual meeting shall be held at the time 
and place of the annual convention of the American Osteo- 
pathic Association. The meeting shall be scheduled at such time 
that recommendations from this Advisory Board may be trans- 
mitted to the Board of Trustees of the American Osteopathic 
Association before the conclusion of its final sessions. The time 
and place of the sessions of the Advisory Board’s meeting shall 
be communicated to all members not less than 30 days before 
the date of convening. 

Sec. b. A quorum at any session of any regular meeting 
shall consist of a majority of the designated membership of the 
Advisory Board, and at least one-third of the member organiza- 
tions shall be represented. 

Sec. c. Robert’s Rules of Order shall be followed except 
where they conflict with these rules of procedure. 

Sec. d. The order of business shall be as follows: 

(1) Call to order. 

(2) Roll call. 

(3) Secretary’s report including: 

(a) Presentation of the report to the Board of Trus- 
tees of the American Osteopathic Association made 
at the preceding annual meeting. 

(b) Presentation of the Chairman’s preliminary report 
to the Board of Trustees of the American Osteo- 
pathic Association, and the recommendations for 
the current session of the Advisory Board. 

(4) Appointment of Nominating Committee. 

(5) Reports and recommendations of certifying boards. 

(6) Reports of standing committees. 

(7) Reports of special committees. 

(8) Unfinished business. 

(9) Receipt of communications. 

(10) Report of Review Committee. 

(11) New business and assignments to appropriate com- 
mittees. 

(12) Report of Nominating Committee and election of of- 
ficers. 

(13) Appointment of committees for ensuing year. 

(14) Adjournment. 


ARTICLE VII—AMENDMENTS 

Sec. a. Amendments to these Rules of Organization and 
Procedure may be adopted for submission to the Board of 
Trustees of the American Osteopathic Association for approval 
by the vote of a majority of the members of the Advisory 
Board registered with the Secretary as present at the annual 
meeting, provided the proposed amendment has been submitted 
to each member present in writing or printed form not less 
than 12 hours preceding the time of the meeting at which the 
vote is to be taken. 

Sec. b. A Manual of Procedure for the Advisory Board for 
Osteopathic Specialists and Boards of Certification shall be is- 
sued by Central Office within 90 days following adoption of 
this recommendation by the Board of Trustees. It shall contain 
the following: 

(1) Rules of Organization and Procedure of the Advisory 
Board for Osteopathic Specialists as amended with the approval 
of the Advisory Board and the Board of Trustees. 

(2) Rules of Procedure for specialty certifying boards as 
amended with the approval of the Advisory Board and Board 
of Trustees. 

(3) Standard Constitution and Bylaws of Boards of Cer- 
tification as approved by the Board of Trustees. 

(4) Model form for Regulations and Requirements of 
Boards of Certification. 

(5) Model form Outline for Annual Report of Secretaries 
of Certifying Boards to the Advisory Board. 

Sec. c. The documents listed under Section b above shall 
be edited, rearranged, and revised, without changing the intent, 
to provide better phraseology and continuity. Repetitions shall 
be deleted. 

Sec. d. Three hundred copies of the Manual shall be is- 
sued. They shall be distributed to the Executive Committee of 
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the American Osteopathic Association, officers and members of 
hoards of certification, and to other individuals who have a 
right to the Manual. 

Sec. e. The Manual shall be revised every 2 years, and the 
revisions shall include recommendations of the Advisory Board 
which have been approved by the Board of Trustees since the 
preceding issue of the Manual pertaining to the conduct of the 
Advisory Board, boards of certification, and applicants for 
certification. 

Sec. f. All recommendations which amend or in any way 
alter any of the documents reproduced in the Manual shall be 
presented as amendments with proper reference to the docu- 
ment, article, section, and paragraph. 


Boards of 
Specialty Certification 
STANDARD CONSTITUTION AND BYLAWS 


(Approved by the Board of Trustees of the American Osteopathic 
Association, July, 1948) 


CONSTITUTION 
of the 
AMERICAN OSTEOPATHIC BOARD OF 


ARTICLE I—NAME 
The name of this organization shall be The American 
Osteopathic Board of 


ARTICLE II—PURPOSE 

Sec. 1. The purposes of this Board shall be: 

(a) To define the qualifications to be required of osteo- 
pathic physicians for certification in the field (or fields) of 
and of any other specialty field that 
may be assigned to this Board. 

(b) To determine the qualifications of osteopathic physi- 
cians as specialists for certification in the field (or fields) of 
and of any other specialty field that 


may be assigned to it. 

(c) To conduct examinations in conformity with the By- 
laws of this Board. 

(d) To issue certificates, subject to the recommendation of 
the Advisory Board for Osteopathic Specialists and to the ap- 
proval of the Board of Trustees of the American Osteopathic 
Association, to those physicians who are found qualified. 

(e) To recommend revocation of certificates for cause. 

({) To use every means possible to maintain a high stand- 
ard of practice in these specialties (this specialty) within the 
osteopathic profession. 

The actions of the American Osteopathic Board of 
are subject to the recommendation 
of the Advisory Board for Osteopathic Specialists and to the 
approval of the Board of Trustees of the American Osteo- 
pathic Association. 


ARTICLE III—DEFINITION 


Sec. 1. For the purpose of the operation of this Board the 
following division(s) of practice is (are) defined: 


(a) The practice of shall con- 
sist of and include 
(b) The practice of etc., etc. 


ARTICLE IV—ORGANIZATION 
Sec. 1. Membership. 
(a) The American Osteopathic Board of -....2.2..2....2--1:--00---- 
shall consist of ............ members elected by 


Each elected member shall be a certified specialist in good 
standing in 
(Each specialty group shall be represented in the membership 
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of the Board ) Insofar as possible 
there shall be a representative from each geographical time 
belt of the United States on this Board. 

(b) Members shall be elected for a term of 3 years (ex- 
cept that at the first election of members to this Board three 
members shall be elected for 3 years, three shall be elected for 
2 years, and three for 1 year. Thereafter, three members shall 
be elected annually for the full term of 3 years.) The terms 
of members should be so staggered that the new members 
elected in any year shall not constitute a majority of the 
Board. In case of death or resignation of any Board member, 
c shall appoint a certified specialist from the 
corresponding field to fill the unexpired portion of the term. 

(c) Members shall continue to serve until their successors 
are elected. 

Sec. 2. Officers. 

(a) The officers of this Board shall be: 

(i) Chairman. 
(ii) Vice-Chairman. 
(iii) Secretary-Treasurer. 

(b) These officers shall be elected by this Board for a 
term of 1 year at its annual meeting. 

(c) Officers shall continue to hold office until their suc- 
cessors are elected. 

Sec. 3. Committees. 

(a) There shall be three standing committees of this Board 
and such other committees as may from time to time be au- 
thorized. The Chairman shall appoint all committees unless it 
is otherwise provided. 

(b) The standing committees shall be: 

(i) Credentials Committee. 
(ii) Examination Committee. 
(iii) Advisory Board Committee. 


ARTICLE V—AMENDMENT 

Sec. 1. Subject to the review and recommendation of the 
Advisory Board for Osteopathic Specialists and the approval 
of the Board of Trustees of the American Osteopathic Asso- 
ciation this Constitution may be amended by a vote of two 
thirds of the total membership of this Board (or three fifths 
in a five-member Board) at any annual meeting following noti- 
fication given at any previous annual meeting of such intention. 


AMERICAN OSTEOPATHIC BOARD OF... 


ARTICLE I 


DUTIES OF THE AMERICAN OSTEOPATHIC BOARD OF 


Sec. 1. This Board shall serve as an advisory body to all 
applicants for certification in the specialty (specialties) of 
and any other specialty which may 
be assigned to its jurisdiction. 

Sec. 2. This Board shall determine, in accordance with the 
provisions of these Bylaws, the appropriate standards of edu- 
cation and the training held necessary for certification in the 
specialty (specialties) of and of any 
other specialty which may be assigned to its jurisdiction, sub- 
ject to the recommendations of the Advisory Board for Osteo- 
pathic Specialists and to the approval of the Board of Trustees 
of the American Osteopathic Association. 

Sec. 3. This Board shall establish detailed rules for con- 
ducting all examinations in compliance with the provisions of 
these Bylaws and shall provide for the conduct of examinations 
at least once a year in accordance with its Regulations and 
Requirements. 

Sec. 4. This Board shall file with the Advisory Board for 
Osteopathic Specialists, at the time specified by the Advisory 
Board, its recommendations concerning each applicant for certi- 
fication together with any pertinent information required by the 
Advisory Board for Osteopathic Specialists. 

Sec. 5. This Board shall provide and issue certificates in all 
fields assigned to this Board’s jurisdiction, as provided in Article 
V of these Bylaws. 
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Sec. 6. This Board shall provide permanent files for all rec- 
ords. It shall record and keep permanently on file all applica- 
tions submitted to it and complete records of examination results 
and shall maintain a registry of certificate holders. All exami- 
nation papers and case reports of applicants shall be kept on file 
for a period of 3 years. 

Sec. 7. This Board shall levy and collect from applicants 
the funds necessary to finance the operation of this Board as 
provided in the Regulations and Requirements. 

Sec. 8. This Board shall arrange for all meetings necessary 
to enable this Board to carry out its functions as provided in 
Article VI, Sections 1 and 2 of these Bylaws. 

Sec. 9. This Board shall provide two members of this 
Board to function as representatives to the Advisory Board for 
Osteopathic Specialists. One of the two members shall be the 
Secretary-Treasurer. In case of inability of the regular repre- 
sentatives to attend the sessions of the Advisory Board for 
Osteopathic Specialists, the Chairman of this Board shall ap- 
point alternates as provided in the Rules of Organization and 
Procedure of the Advisory Board for Osteopathic Specialists. 

Sec. 10. This Board shall conduct its activities in relation 
to the officers of the American Osteopathic Association, the 
Advisory Board for Osteopathic Specialists, other certifying 
boards, and applicants for certification as provided in the Rules 
of Procedure for Specialty Certifying Boards compiled by the 
Advisory Board for Osteopathic Specialists and approved by the 
Board of Trustees of the American Osteopathic Association. 

Sec. 11. This Board shall make, in conformity to its Con- 
stitution and Bylaws, all necessary regulations and requirements 
to govern its activities which are not provided by the Advisory 
Board for Osteopathic Specialists and the Board of Trustees of 
the American Osteopathic Association. 


ARTICLE II—COMMITTEES 

Sec. 1. Credentials Committee. 

(a) There shall be a Credentials Committee of .................2. 
members appointed by the Chairman of this Board, whose mem- 
bers shall represent different geographical districts so far as 
possible. 

(b) It shall be the duty of the Credentials Committee: 

(i) to receive all completed applications from the Sec- 
retary-Treasurer ; 

(ii) to conduct a comprehensive investigation of each 
applicant in accordance with the rules governing 
application ; 

(iii) to prepare a recommendation concerning each appli- 
cant and present this to the American Osteopathic 
Board of at its next (annual) 
meeting. 

Sec. 2. Examination Committee. 

(a) There shall be an Examination Committee composed 
of the Chairman of this Board and not less than two additional 
Board members. The Chairman of this Board shall act as the 
Chairman of the Examination Committee. 

(b) It shall be the duty of the Examination Committee to 
plan and to make preparations for the conduct of examinations 
in the special fields coming under the jurisdiction of this Board 
in accordance with the rules governing examinations as stated 
in Article IV, Section 1, Paragraph (h) of these Bylaws and 
in the Regulations and Requirements of this Board. 

(c) The Examination Committee shall report to this Board 
the findings on the examination of each applicant. 

Sec. 3. Advisory Board Committee. 


(a) There shall be an Advisory Board Committee consist- 
ing of the Chairman and the Secretary-Treasurer of this Board. 
(b) It shall be the duty of the Advisory Board Committee 
to represent the American Osteopathic Board Of -.....-....----ses-- 
in all matters where such representation i 


required. 
(c) The Chairman shall annually appoint as an alternate 
member of this Committee a member of the Board of ................ 


who shall be empowered to act for either 
regular member who is not in attendance. 


ARTICLE ILI—DUTIES OF OFFICERS 
Sec. 1. The duties of the Chairman shall be: 
(a) to preside at all meetings; 
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(b) to appoint all committees and representatives to the 
Advisory Board for Osteopathic Specialists ; 

(c) to schedule meetings of this Board at such times and 
places as necessary to carry on the business of this Board; 

(d) to supervise all examinations ; 

(e) to act as an ex officio member of all committees ; 

(f) to sign all certificates issued by this Board; 

(gz) to act as Chairman of the Examination Committee; 

(h) to be a member of the Advisory Board Committee. 

Sec. 2. The duties of the Vice-Chairman shall be: 

(a) to assume the duties of the Chairman when the latter 
is absent or otherwise unable to fulfill them; 

(b) to assist the Chairman in the discharge of his duties. 

Sec. 3. The duties of the Secretary-Treasurer shall be: 

(a) to keep on permanent file records of all proceedings, 
transactions, and rulings of this Board, and to keep on file all 
examination papers and case records for a period of 3 years; 

(b) to have printed and distributed all certificates, applica- 
tion forms, circulars of information, etc., authorized by this 
Board and necessary for the proper functioning of this Board; 

(c) to maintain in proper place and form the moneys of 
this Board and to issue an accounting of them at annual meet- 
ings or at such other times as requested by the Chairman of 
this Board; 

(d) to keep a permanent file of all applications coming be- 
fore this Board with a signed record of the action taken on 
each; 

(e) to maintain a record of all certificate holders in good 
standing and to supply upon request to governmental agencies, 
hospitals, physicians, schools, and others entitled to such infor- 
mation, a list of holders of certificates in good standing; 

(f) to have prepared in appropriate and complete form for 
presentation to the Review Committee of the Advisory Board 
for Osteopathic Specialists in support of recommendations for 
certification the application, examination record (written, oral, 
and practical), and other pertinent information requested; (See 
Rules of Procedure.) 

(g) to serve as a representative of this Board to the Ad- 
visory Board for Osteopathic Specialists ; 


(h) to sign all certificates issued by this Board, as provid- 
ed in Article V; 


(i) to prepare an annual report in keeping with the Rules 
of Procedure for Specialty Certifying Boards of the work done 
by this Board, including a list of all applicants and the results 
of their examinations and a resume of the Board’s finances. 
This report is to be presented at the annual meeting of the Ad- 
visory Board for Osteopathic Specialists and copies are to be 
supplied to the Chairman and Secretary of the Advisory Board 
and to the Executive Secretary of the American Osteopathic 
Association ; 


(j) to cooperate with the Executive Secretary of the 
American Osteopathic Association in all matters pertaining to 
the annual registration of certificate holders; 

(k) to notify the Executive Secretary of the American 
Osteopathic Association and the Chairman and Secretary of the 
Advisory Board for Osteopathic Specialists of members and 
officers elected to this Board and of appointments to the Ad- 
visory Board for Osteopathic Specialists. 


ARTICLE IV—REQUIREMENTS FOR CERTIFICATION 

Sec. 1. To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of ...............--.-..--0-+---- 
the applicant must meet all of the following minimum require- 
ments, excepting as provided in Section 3 (and Section 4) of 
this Article: 

(a) He must be a graduate of an approved osteopathic 
college. 

(b) He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 

(c) He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to application for examination by this Board. 

(d) He must have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by the 
American Osteopathic Association or satisfactory to this Board. 
If graduated in 1942 or prior thereto, the applicant must have 
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had training of value equivalent to that of an acceptable intern- 
ship as determined by this Board. 

(e) He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

(f) A period of not less than 3 years of special training 
related to the specialty shall be required, after the required ] 
year of internship, or its equivalent, but not necessarily running 
3 consecutive years. This Board may modify the requirement 
of 3 years’ special training by allowing a credit of 1 year of 
special training for each 5 years of specialty practice for a 
total credit of not to exceed 2 years of the requirement, for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 1 
year of special training as defined. This training shall include: 

(i) Advanced study in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a ma- 
ture and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

(ii) Active experience in the diagnosis and treatment in 
such amount and diversity that it will assure ade- 
quate training in the specialty. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable pro- 
gram of special training, but it is not this Board’s function to 
supply the training. This Board will recognize as proper insti- 
tutions for securing this training those institutions which are 
approved for special training by the approving agencies of the 
American Osteopathic Association, together with such others as 
this Board may determine to possess facilities and personnel 
adequate to provide proper training. 


(g) He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training. Specialty practice within each specialty field 
under this Board shall be defined in the Regulations and Re- 
quirements of this Board. 

(h) Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty, and the possession of sound 
judgment and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the specialty. 
Oral, written, and clinical examinations shall be conducted and 
required in the case of each applicant. This Board may conduct 
the oral and written examinations at the end of the required 3 
years of special training, but shall not conduct the practical 
or clinical examination until the required 2 years of specialty 
practice have been completed. The members of this Board shall 
personally review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations may be 
delegated to committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description of the meth- 
od of conducting the examination shall be formulated in this 
Board’s. Regulations and Requirements, and provision for re- 
examination shall be made. 

(i) Applicants desiring examination for certification shall 
be required to file an application which shall set forth the appli- 
cant’s qualifications for examination as stated in paragraphs 
(a), (b), (c), (d), (e), (£), and (g) above. The procedure 
for filing applications shall be set forth in the Regulations and 
Requirements and no application for action at any annual meet- 
ing of this Board shall be accepted after April 1st of that year. 

Sec. 2. In the case of any applicant who was engaged in the 
practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments stated in Section 1, (a), (b), (c), (d), and (e) above, 
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The 3 Achievement | 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize the 


major deterrents to all previous steroid therapy 


Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 
(averages 1/3 less than prednisone) 


O a new low in the collateral hormonal effects associated 
with all previous corticosteroids 


O No sodium or water retention 
Q No potassium loss 
O No interference with psychic equilibrium 


0 Lower incidence of peptic ulcer and osteoporosis 
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Biological Effects of Aristocort 


with 
particular emphasis 


on: 


Kidney function 


Animal studies on aristocorT! have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when Compared to control animals.! 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.” Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to antistocorT.*> In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.®-7 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of aristocort 25 times that 
found to be clinically effective. Potassium 
balance studies in humans? * revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.*. 


Calcium and phosphorus 


Phosphate excretion in animals! was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met- 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos- 
ages usually employed clinically when the 
compound is administered for its anti-inflam- 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 
during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day.* At dosages 
two to three times normal levels, positive bal- 
ance was ‘maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.» 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when aristocort was used in treat- 
ing the nephrotic syndrome.® 


Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 

In animal liver glycogen studies, relative 
potencies of ARISTOCORT over cortisone of up 
to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 
prednisone is required to produce varying but 
equal amounts of glycogen deposition in the 
liver. 

Most patients show normal fasting blood 
sugars on Aristocort. Diabetic patients on 
ARISTOCORT may require increased insulin 
dosage, and occasional latent diabetics may 
develop the overt disease. 


Anti-inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet’ 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


Gastric acidity and pepsin 


The precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
There is much experimental evidence for be- 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.!° Clinical studies’ of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


Central nervous system 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
casional convulsions and psychosis is well 
known.’* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro- 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat- 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 
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The Promise of Aristocort 


in Reduction of Side Effects 


@ It is axiomatic to affirm that the undesirable 
collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only 1 case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with aristocort therapy in 
292 patients with rheumatoid arthritis are 
below compared to the reported incidence of 
those from prednisone and prednisolone. 


Peptic Ulcer 


The most recent study available on the inci- 
dence of peptic ulceration in patients with 
rheumatoid arthritis on long-term prednisone 
therapy reported 12 ulcers in 49 cases (24 per 
cent).' Lowest incidence of 6.5 per cent has 
been recorded in a group of patients on this 
drug for six to rine months.? Four of six 
ulcers, in another series of 39 patients on pred- 
nisone,® appeared in less than three months 
of therapy. 

The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with aRIsTOCORT 
is approximately 1 per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 


analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The incidence of compressed fractures of 
vertebrae—and to a lesser extent in other bones 
—is high in patients on prolonged therapy 
with all previous corticosteroids. One group 
of 49 patients! on long-term prednisone treat- 
ment experienced nine vertebral fractures (18 
per cent); another series of 39 developed eight 
fractures (20 per cent),® four to 15 months 
after the beginning of steroid administration. 

The occurrence of osteoporosis with com- 
pression fracture in 292 patients with rheu- 
matoid arthritis treated continuously for up to 
one year with arisrocort is 0.33 per cent 
(1 case®). Although these results aré encour- 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,* and toxic syndromes producing even 
convulsions and death.® 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration,’ the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, is most encouraging. 


Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni- 
sone to ARISTOCORT, 11 rapidly lost weight al- 
though only one had had visible edema.* 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa- 
tients treated with 
The interrelation between blood and bod 

sodium, and steroid hypertension has long 
been generally appreciated.’*11 Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con- 
sequence occurred with approximately the 
same frequency as with the older corticoster- 
oids.' These include erythema, easy bruising, 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light- 
headedness, tiredness, sleepiness and occa- 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients on ARISTOCORT. 
However, aristocort therapy, in many in- 
stances, resulted in diminution of “Cushin- 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


Reduction of dosage 
by one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,!* 
70 per cent of the cases were as well controlled 
on a dose of aristocorT one-half that of pred- 
nisone. A general recommendation can be 
made that aristocorT be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
aristocort in bronchial asthma and allergic 
rhinitis (33 per cent),*® and in inflammatory 
and allergic skin diseases (33-50 per cent).1314 


General Precautions and 
Contraindications 


Administration of ar1stocorT has resulted in 
a lower incidence of the major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since aristocorT has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous corti- 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of ‘this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARISTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARISTOCORT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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The Promise of A\ristOCort 


in Rheumatoid Arthritis 


ARISTOCORT therapy has been intensely and 
extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 


Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates’ treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or III). Of these, 51 were 
on ARIsTocorT therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re- 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARISTOCORT sufficient to control 
arthritic symptoms. 

Hartung” treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani- 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre- 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of aristocorT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 
of 30. 
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and has maintained appropriate activity in American Osteo- 
pathic Association organizational work, specialty societies, hos- 
pital staff work, the pursuit of periodic postgraduate work, 
contributions to professional literature or otherwise has indicat- 
ed his consistent interest and competence in his specialty, the 
requirements of this Article IV, Section 1, paragraphs (f) and 
(h) may be waived and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clinical examina- 
tion. The final date for accepting applications under this classi- 
fication shall be May 1, 1961. 

Sec. 3. Subject to the recommendations of the Advisory 
Board for Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of ... may 
require such further training in each of the specialty fields com- 
ing under its jurisdiction as in its judgment such field may 
require, provided that the additional requirements for each spe- 
cialty field are clearly set forth in the Regulations and Require- 
ments of this Board. Additions to requirements shall not go 
into effect until 1 year subsequent to the announcement of such 
change. 

Sec. 4. If circumstances necessitate it, a section may be 
written and inserted at this point to provide for the fair han- 
dling of applicants already acting on the basis of commitments 
made by this Board prior to 12-15-46. 


ARTICLE V—CERTIFICATES 

Sec. 1. Issuance. 

Certificates of specialization which have been approved by 
the Board of Trustees of the American Osteopathic Associa- 
tion shall be issued by the American Osteopathic Board of 
to applicants who have conformed 
to all requirements for certification described in Article IV of 
these Bylaws and who have received the recommendation of 
the Advisory Board for Osteopathic Specialists and the ap- 
proval of the Board of Trustees of the American Osteopathic 
Association. Each such certificate shall be signed by the Chair- 
man and the Secretary-Treasurer of this Board. No certificate 
is valid until it has been signed by the Executive Secretary of 
the American Osteopathic Association. 

Sec. 2. No certificate shall be issued to an individual who 
is certified by another board, until the former certificate has 
heen surrendered to the Executive Secretary of the American 
Osteopathic Association. 

Sec. 3. Revocation. j 

This Board shall have the power to recommend to the Ad- 
visory Board for Osteopathic Specialists and the Board of 
Trustees of the American Osteopathic Association, the revoca- 
tion of the certificate of any holder whose certificate was ob- 
tained by fraud or misrepresentation, who unduly advertises, 
exploits his certificate, fails to maintain membership in the 
American Osteopathic Association, violates the Code of Ethics 
of the American Osteopathic Association or otherwise disquali- 
fies himself. 

Sec. 4. To remain in good standing the certificate holder 
shall pay an annual registration fee to the Executive Secretary 
of the American Osteopathic Association, as provided in the 
Rules of Procedure for Specialty Certifying Boards, as com- 
piled by the Advisory Board for Osteopathic Specialists. 


ARTICLE VI—MEETINGS 

Sec. 1. The American Osteopathic Board of .........2.222.....---+- 
shall hold a regular annual meeting to transact 
business and to conduct examinations at the time and place of 
the annual meeting of the American Osteopathic Association 
(or at the annual meeting of its respective specialty college). 

Sec. 2. Special meetings of this Board which are deemed 
necessary for the transaction of business may be called with 
the approval of the majority of the members of this Board 
provided all members are formally notified of the called meet- 
ing and its purpose, not less than 30 days before the date set 
for the meeting. 

Sec. 3. For the transaction of business at any meeting -of 
members shall constitute a quorum. 


ARTICLE VII—AMENDMENT 
Sec. 1. Subject to the review and recommendation of the 
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Advisory Board for Osteopathic Specialists and to the approval 
of the Board of Trustees of the American Osteopathic Asso- 
ciation, these Bylaws may be amended by a two-thirds vote of 
the total membership of this Board (or three-fifths in a five- 
member Board) at any meeting provided each member has been 
notified at least 30 days prior to the date of the meeting of its 
being called and of the intention to amend. 


AMERICAN OSTEOPATHIC BOARD OF ANESTHESIOLOGY 

K. George Tomajan, Chairman, Boston, Massachusetts 

J. Calvin Geddes, Vice Chairman, Mount Clemens, Michi- 
gan 

Mahlon L. Ponitz, Detroit, Michigan 

Claire E. Pike, Long Beach, California 

J. Maurice Howlett, Birmingham, Michigan 

Crawford M. Esterline, Kirksville, Missouri 

J. Craig Walsh, Secretary-Treasurer, Philadelphia, Penn- 
sylvania 

Mrs. E. F. Martin, Corresponding Secretary, Coral Gables, 
Florida 


DEFINITION OF SPECIALTY PRACTICE 

For the purpose of the operation of this Board the follow- 
ing division of practice is defined: 

a. The practice of anesthesiology shall consist of and in- 
clude that branch of medical science, art, and practice which 
deals with the use of anesthetic agents, the evaluation of the 
patient’s condition with reference to the use of anesthetic agents 
and the care of complications incident to their use. 


REQUIREMENTS FOR CERTIFICATION 

To be eligible to receive a certificate of specialization from 
the American Osteopathic Board of Anesthesiology, the appli- 
cant must meet all of the following minimum requirements : 

1. He shall have graduated from an approved osteopathic 
college at least 6 years prior to consideration of his applica- 
tion by this Board. 

2. He shall be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. He shall have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to making application for examination by this Board. 

4. He shall be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteopathic physi- 
cian who is specializing in the practice of anesthesiology and 
shall publicize his osteopathic affiliations in an ethical manner. 

5. He shall be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

6. He shall have had an internship of at least 1 year in a 
hospital acceptable to this Board. The intern year of 9 months 
as prescribed by the Selective Service Board during World 
War II shall be acceptable. For physicians who graduated in 
1942 or prior thereto, this Board may accept other qualifica- 
tions in lieu of internship where the applicant’s anesthetic ex- 
perience and ability are beyond question. 

7. He shall provide notarized documentary evidence of a 
minimum of 3 years of formal training subsequent to his in- 
ternship (or its equivalent). This formal training program 
must be acceptable to this Board and shall include: 

a) A period of at least 1 year of formal training in anes- 
thesiology in a hospital acceptable to this Board and made up 
of either: 

i) an approved residency ; 
or 
ii) an approved full-time preceptorship training program. 

b) A period of at least 2 years’ special training in anes- 
thesiology subsequent to the required 1 year of internship and 
the required 1 year of formal training. This special training 
may be made up, either in whole or in part, of: 

i) an approved residency ; 

ii) approved preceptorship training. Approved preceptor- 
ship training programs may be either full-time or 
part-time. Two years of approved part-time precep- 
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torship training shall be equivalent of 1 year of full- 
time preceptorship training. 

After the completion of the required 1 year of internship 
(or its equivalent), the required 1 year of formal training, and 
1 year of the required 2 years of special training in anesthesi- 
ology, this Board may, at its discretion, accept 2 years of recog- 
nized specialty practice in anesthesiology as the equivalent of 
the third year of special training. In each year of specialty 
practice, the applicant must have administered at least 250 anes- 
thetics of a diversified nature. 

During the minimum 3-year period of formal training, there 
shall be evidence of sufficient clinical work in anesthesiology 
with a minimum of 250 anesthetics of a diversified nature ad- 
ministered annually. 

For applicants who graduated in 1947 or prior thereto, in 
lieu of requirement No. 7, Item b), this Board may, at its 
discretion, accept 2 years of recognized specialty practice in 
anesthesiology, subsequent to the required 1 year of internship 
(or its equivalent), and the required 1 year of formal training, 
as the equivalent of 1 year of special training or 4 years of 
recognized specialty practice in anesthesiology as the equivalent 
of 2 years of special training. In each year of specialty prac- 
tice, the applicant must have administered at least 250 anes- 
thetics of a diversified nature. 

8. He shall provide evidence to this Board that he has re- 
ceived satisfactory postgraduate training in the basic sciences, 
including anatomy, physiology, biochemistry, pathology, toxi- 
cology, and pharmacology. 

The applicant who began a specialty training program in 
anesthesiology after January 1, 1951, and who has pursued a 
training program in anesthesiology other than a residency ap- 
proved by the Board of Trustees of the American Osteopathic 
Association shall provide evidence to this Board that he has 
received satisfactory postgraduate training in the basic sciences, 
including anatomy, physiology, biochemistry, pathology, toxi- 
cology, and pharmacology. 

A minimum of 100 clock hours shall be required in the 
basic science training programs, subdivided as follows: 

a) A minimum of 10 clock hours each in the following 
subjects: anatomy, physiology, biochemistry, pathology, toxi- 
cology, and pharmacology. 

b) The remainder of the minimum required hours may be 
taken in any of the subjects mentioned or in other basic sci- 
ences related to the specialty of anesthesiology. 

Those applicants who qualify must submit acceptable 
documentary evidence, which may be further investigated at 
the discretion of this Board, of having pursued this advanced 
training in colleges, laboratories, clinics, hospitals, or other 
facilities satisfactory to this Board. 

9. He shall provide evidence that he has practiced the spe- 
cialty of anesthesiology for a period of at least 2 years sub- 
sequent to the completion of the required minimum of 3 years 
of formal training, or its equivalent, prior to being examined. 

10. He shall provide evidence that he has administered a 
minimum of 1,250 anesthetics of a diversified nature. 

11. He shall demonstrate his fitness to take the examination 
in any other manner required by this Board. 


12. He shall present detailed case records, acceptable to 
this Board, of 25 major anesthetic procedures, using an outline 
furnished by this Board, which correlates the principal details 
of preoperative examination, the reasons for selection and 
utilization of the anesthetic agents, operative and postoperative 
conduct of the anesthesia. 

13. He shall submit complete anesthetic case records and 
a report of pertinent factors where fatalities resulted within 24 
hours in all patients anesthetized by the applicant during the 
12-month period immediately prior to making application for 
examination by this Board. 

14. He shall submit a list of the anesthetics administered 
by him for the 12-month period immediately prior to making 
application, naming the type of operation, the hospital in which 
the operation was performed, the patient’s initials, the hospital 
case number, the name of the surgeon, the anesthetics adminis- 
tered, and the case termination. This list shall be certified by the 
administrator of the hospital in which the anesthetics were 
administered. 

15. He shall submit a segregated total of all anesthetics 
administered in the 3-year period prior to making application, 
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thereby showing the variety of agents and methods of anes- 
thesia. 

16. In the case of any applicant who was engaged in the 
practice of anesthesiology by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments stated in Article IV, Section 1, a), b), c), d), and e) 
of the Bylaws, and who has maintained appropriate activity 
in American Osteopathic Association organizational work, spe- 
cialty societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional literature or 
otherwise has indicated his consistent interest and competence 
in the field of anesthesiology, the requirements of Article IV, 
Section 1, f) and h) of the Bylaws may be waived and the 
applicant may be recommended for certification after passing 
an appropriate oral and/or clinical examination. The final date 
for accepting applications under this classification shall be May 
1, 1961. 


AMERICAN OSTEOPATHIC BOARD OF DERMATOLOGY 
A. P. Ulbrich, Chairman, Detroit, Michigan 
Anthony E. Scardino, Vice Chairman, Kansas City, Mis- 


souri 
Donald L. Gardner, Secretary-Treasurer, Los Angeles, 
California 


DEFINITION OF SPECIALTY PRACTICE 

For the purpose of the operation of this Board the follow- 
ing divisions of practice are defined: 

a. The practice of dermatology shall consist of and include 
the diagnosis and the surgical and nonsurgical management of 
the diseases of the skin and its appendages. 

b. The practice of syphilology shall consist of and include 
the diagnosis and the surgical and nonsurgical management of 
syphilis in all its phases and stages. 

c. A specialty practice, as defined by this Board, shall con- 
sist of not less than 90 per cent dermatology and syphilology. 


REQUIREMENTS FOR CERTIFICATION 

Section 1. To be eligible to receive a certificate of spe- 
cialization from the American Osteopathic Board of Derma- 
tology, the applicant must meet all of the following minimum 
requirements, excepting as provided in Section 2 of this Article: 

(a) He must be a graduate of an approved osteopathic 
college. 

(b) He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 

(c) He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to application for examination by this Board. 

¢(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training by 
the American Osteopathic Association or satisfactory to this 
Board. If graduated in 1942 or prior thereto, the applicant 
must have had training of value equivalent to that of an accept- 
able internship as determined by this Board. 

(e) He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American Os- 
teopathic Association. 

(f) A period of not less than 3 years of special training 
related to the specialty shall be required, after the required 1 
year of internship, or its equivalent, but not necessarily running 
3 consecutive years. This Board may modify the requirement 
of 3 years’ special training by allowing a credit of 1 year of 
special training for each 5 years of specialty practice for a 
total credit of not to exceed 2 years of the requirement, for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 1 
year of special training as defined. This training shall include: 

(i) Advanced study in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 
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(ii) Active experience in the diagnosis and treatment in 
such amount and’ diversity that it will assure adequate training 
in the specialty. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to, or studying 
under the preceptorship of, a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable pro- 
gram of special training, but it is not this Board’s function to 
supply the training. This Board will recognize as proper insti- 
tutions for securing this training those institutions which are 
approved for specal training by the approving agencies of the 
American Osteopathic Association, together with such others 
as this Board may determine to possess facilities and personnel 
adequate to provide proper training. 

(g) He must practice as a specialist in this field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training. Specialty practice within each specialty 
field under this Board shall be defined in the Regulations and 
Requirements of this Board. 

(h) Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty, the possession of sound judg- 
ment and of a high degree of skill in the diagnostic and thera- 
peutic procedures involved in the practice of the specialty. Oral, 
written, and clinical examinations shall be conducted and re- 
quired in the case of each applicant. This Board may conduct 
the oral and written examinations at the end of the required 3 
years of special training, but shall not conduct the practical or 
clinical examination until the required 2 years of specialty prac- 
tice have been completed. The members of this Board shall 
personally review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations may be 
delegated to committees of not fewer than two individuals 
maturely qualified in the specialty. A full description of the 
method of conducting the examination shall be formulated in 
this Board’s Regulations and Requirements, and ‘provision for 
re-examination shall be made. 

(i) Applicants desiring examination for certification shall 
be required to file an application which shall set forth the 
applicant’s qualifications for examination as stated in para- 
graphs (a), (b), (c), (d), (e), (f), and (g) above. The pro- 
cedure for filing applications shall be set forth in the Regula- 
tions and Requirements and no application for action at any 
annual meeting of the Board shall be accepted after April 1st 
of that year. 

Section 2. In the case of any applicant who was engaged 
in the practice of his specialty by 1939 or prior thereto, and 
who graduated prior to 1936 and who meets the general re- 
quirements stated in Section 1, (a), (b), (c), (d), and (e) 
above and has maintained appropriate activity in American Os- 
teopathic Association organizational work, specialty societies, 
hospital staff work, the pursuit of periodic postgraduate work, 
contributions to professional literature or otherwise has indi- 
cated his consistent interest and competence in his specialty, the 
requirements of this Article IV, Section 1, paragraphs (f) and 
(h) may be waived, and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clinical exami- 
nation. The final date for accepting applications under this 
classification shall be May 1, 1961. 

Section 3. Subject to the recommendations of the Advisory 
Board for Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of Dermatology may require 
such further training in each of the specialty fields coming 
under its jurisdiction as in its judgment such field may require, 
provided that the additional requirements for each specialty 
field are clearly set forth in the Regulations and Requirements 
of this Board. Additions to requirements shall not go into effect 
until 1 year subsequent to the announcement of such change. 
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AMERICAN OSTEOPATHIC BOARD OF INTERNAL 
MEDICINE 


Basil Harris, Chairman, Los Angeles, California 

Stuart F. Harkness, Vice-Chairman, Des Moines, Iowa 

Neil R. Kitchen, Detroit, Michigan 

John L. Crowther, Bangor, Maine 

Maxwell R. Brothers, Los Angeles, California 

G. A. Whetstine, Wilton Junction, Iowa 

Earl F. Riceman, Philadelphia, Pennsylvania 

Charles M. Worrell, Harrisburg, Pennsylvania 

— E. Lahrson, Secretary-Treasurer, Oakland, Cali- 
ornia 


DEFINITION OF SPECIALTY PRACTICE 

The practice of internal medicine is devoted primarily to 
the application of subjective, objective, and laboratory pro- 
cedures in studying and evaluating the affections, diseases, and 
functional disorders of the circulatory, respiratory, digestive, 
endocrine, metabolic, musculoskeletal, hematopoietic, and elimi- 
native systems of the human body to: 

a. the correlation of data thus secured with clinical ob- 
servations to reach diagnostic conclusions ; 

b. the management of cases within this field by the utili- 
zation of all nonsurgical measures; 

c. assist in planning the therapeutic utilization of the 
technics of other specialty branches of medical and 
surgical practice in the care of patients. 

The practice of internal medicine does not include the 
treatment of the organs of special sense or the organs of the 
reproductive system, except as to their endocrine relations, and 
excludes the use of instrumental procedures ordinarily per- 
formed by surgeons or surgical specialists. 


REQUIREMENTS FOR CERTIFICATION 

A. Educational Qualifications—To be eligible to receive 
a certificate of specialization from the American Osteopathic 
Board of Internal Medicine the applicant must meet all of the 
minimum requirements as set forth in the Bylaws of the 
American Osteopathic Board of Internal Medicine, Article IV, 
Sections 1, 2, and 3. 

The 3-year period of training related to the specialty as 
required in the Bylaws, Article IV, Section 1, (f) is further 
defined : 

1. A period of not less than 3 years of special training 
related to this specialty shall be required, after the required 
1 year of internship or its equivalent, but not necessarily run- 
ning 3 consecutive years. This Board may modify the require- 
ment of 3 years’ special training by allowing a credit of 1 year 
of special training for each 5 years of specialty practice for a 
total credit of not to exceed 2 years of the requirement for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 1 
year of special training as defined. 

A year of special training shall be interpreted to mean 12 
months; a training hour is interpreted to mean a platform 
hour. This training shall include: 

1. Advanced study in the sciences: Anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive un- 
derstanding of the prevention, diagnosis, therapy, and manage- 
ment of the disorders involved in the specialty. 

2. Active experience in the diagnosis and treatment in such 
amount and diversity that it will assure adequate training in 
the specialty. 

3. To obtain a mature and comprehensive understanding 
of the Basic Sciences this Board recommends a minimum of 
160 hours of basic science instruction on the graduate level, 
divided as follows: 

Physiology ..... 
Pathology ........ 
Biochemistry 
Bacteriology 
Pharmacology 

4. Didactic and clinical instruction to assure adequate 
training in this specialty is recommended in the various fields 
of internal medicine totaling 320 hours. This instruction must 
include cardiology, electrocardiography, peripheral vascular dis- 
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eases, medical diseases of the kidney, gastroenterology, met- 
abolic diseases, endocrinology, hematology, clinical pathology, 
respiratory diseases, diseases of the biliary system, musculo- 
skeletal system, x-ray interpretation, ophthalmoscopy, and os- 
teopathic principles and therapeutics, including materia medica 
as these relate to internal medicine. 

5. The special training may be provided in colleges, labo- 
ratories, clinics, hospitals, or other facilities satisfactory to 
this Board, which may include: 

a. Preceptorship—All preceptorship training programs 
must be approved by the Committee on Accreditation of Post- 
graduate Training and the Board of Trustees of the American 
Osteopathic Association on recommendation of this Board. The 
preceptorship training program shall be full time for a period 
of 3 years, but not necessarily running 3 consecutive years. 
The preceptorship training program shall be previously sub- 
mitted to and approved by the Committee on Accreditation of 
Postgraduate Training of the American Osteopathic Associa- 
tion and the Board of Trustees of the American Osteopathic 
Association on recommendation of this Board. The preceptor 
and trainee must likewise be qualified and approved by the 
above agencies. The trainee shall not maintain an independent 
practice. 

b. Full-time Assistantship—The assistantship must ex- 
tend for a minimum period of 3 years to a certified internist 
acceptable to this Board. A full explanation of the scope and 
diversity of practice, together with any other information that 
may be from time to time requested, shall be presented to this 
Board for approval. 

c. Residency —Full-time residency in internal medicine 
shall be in a hospital approved for resident training by the 
Bureau of Hospitals of the American Osteopathic Association. 
Appropriate credit toward the special training requirement of 
this Board shall be allowed for full-time approved residencies 
of 1, 2, or 3 years in internal medicine. 

6. It shall be this Board’s duty to assist applicants in de- 
ermining a suitable program of special training, but it is not 
this Board’s function to supply the training. This Board will 
recognize as proper institutions for securing this training those 
institutions which are approved for special training by the ap- 
proving agencies of the American Osteopathic Association, to- 
gether with such others as this Board may determine to possess 
facilities and personnel adequate to provide proper training. An 
affidavit shall be furnished upon the request of this Board. 

B. Membership Requirements—Membership qualifications 
are those as stated in the Bylaws of the American Osteopathic 
Board of Internal Medicine, Article IV, Section 1, (c). 

C. Graduation Requirements—The graduation require- 
ments with exceptions are those as stated in the Bylaws of the 
American Osteopathic Board of Internal Medicine, Article IV, 
Section 2. 

D. Years of Specialty Practice Required—The applicant 
must have practiced as a specialist in the field of internal medi- 
cine for a period of at least 2 years subsequent to the minimum 
of 3 years of special training, as defined by this Board, before 
he is eligible for clinical examination. 

E. Percentage of Practice in Internal Medicine —The ap- 
plicant is expected to have practiced according to the “Defini- 
tion of the Practice of Internal Medicine” as printed in the 
Regulations and Requirements of the American Osteopathic 
Board of Internal Medicine, Part II, 1. An affidavit shall be 
furnished on request of the Board. 

F. Case Records——Specially prepared case records for 
presentation to this Board are not required, however, during 
the investigation by the Credentials Committee the applicant’s 
office and/or hospital records shall be made available on request 
of the Committee. Such original records are not to be re- 
moved from the office or hospital. 

G. Copy of Published Articles—Authenticated copies of 
published articles are to be furnished on request of the Cre- 
dentials Committee. No thesis is required. 

H. Privilege of Re-Examination—No applicant will be 
re-examined within a period of 1 year following an initial 
failure. Re-application will be necessary to retake the exami- 
nation. If the applicant fails the second examination, a 2-year 
period of further special study and practice satisfactory to the 
American Osteopathic Board of Internal Medicine is required. 
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AMERICAN OSTEOPATHIC BOARD OF NEUROLOGY 
AND PSYCHIATRY 


K. Grosvenor Bailey, Chairman, Los Angeles, California 

Cecil Harris, Vice Chairman, Philadelphia, Pennsylvania 

Randall J. Chapman, Burbank, California 

Thomas J. Meyers, Pasadena, California 

Floyd E. Dunn, Secretary-Treasurer, Kansas City, Mis- 
souri 


DEFINITION OF SPECIALTY PRACTICE 

For the purpose of the operation of this Board, the follow- 
ing divisions of practice are defined : 

a. The specialty of neurology shall consist of that division 
of the practice of osteopathic medicine embracing disorders of 
the organic nervous system. It shall include all diagnostic 
procedures and examination technics giving an understanding 
of the problems involved. Included will be conditions affect- 
ing the peripheral nerves, as well as the brain and central 
nervous system, the autonomic nervous system, and endocrine 
syndronies, and specific conditions such as epilepsy, migraine, 
tics, ete., are included. It does not include neurosurgery. 

b. The specialty of psychiatry includes that division of the 
practice of osteopathic medicine involving functional and or- 
ganic disturbances of the mind, emotions, and nervous system. 
It includes personality problems, addictions, behavior difficulties, 
insanities, marital problems, and sexual and social anomalies. 
It covers counseling and psychotherapy in all its aspects, as 
well as diagnostic methods leading to an understanding of the 
dynamics of the mind. It includes legal and child psychiatry 
and the field of psychosomatics. It includes electroshock, hydro- 
therapy, electronarcosis, and other physical modalities applied 
to the treatment of the mentally ill. It does not include neuro- 
surgery. 

c. The specialty of neurology and psychiatry includes all 
of the divisions of osteopathic medicine as combined with the 
definitions of the specialty of neurology and the specialty of 
psychiatry, as stated in a. and b. above. 

Note: For the definition of neurosurgery and for the re- 
quirements, see American Osteopathic Board of Surgery. 


REQUIREMENTS FOR CERTIFICATION 
Sec. 1. To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Neurology and 
Psychiatry the applicant must meet all of the following mini- 
mum requirements, excepting as provided in Article IV, Sec- 
tion 3 and Section 4 of the Bylaws: 


(a) He must have graduated from an approved osteo- 
pathic college. 


(b) He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 


(c) He must have been a member in good standing of 
the American Osteopathic Association and of his state or di- 
visional society for a continuous period of at least 3 years 
immediately prior to application for examination by this Board. 

(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training by 
the American Osteopathic Association or satisfactory to this 
Board. If graduated in 1942 or prior thereto, the applicant 
must have had training of value equivalent to that of an ac- 
ceptable internship as determined by this Board. 


(e) He must be able to show evidence of conformity to 
the standards set in the Code of Ethics of the American 
Osteopathic Association. 

(f{) A period of not less than 3 years of special training 
related to the specialty shall be required, after the required 1 
year of internship, or its equivalent, but not necessarily run- 
ning 3 consecutive years. This Board may modify the require- 
ment of 3 years’ special training by allowing a credit of 1 year 
of special training for each 5 years of specialty practice for 
a total credit of not to exceed 2 years of the requirement, for 
physicians who graduated prior to 1946, but in no case may 
such applicant be accepted for examination without at least 1 
year of special training as defined. For certification in neurol- 
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ogy and psychiatry, the training period shall be not less than 
5 years. This training shall include: 

“ (i) Advanced study in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, and such other basic 
sciences aS are necessary to a mature and comprehensive under- 
standing of the prevention, diganosis, therapy, and management 
of the disorders involved in the specialty. 

(ii) Active experience in the diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the specialty. 

The 3-year period of special training as required in Sec- 
tion 1, (£), above, is further defined: 

1. For certification in Neurology the following shall be in- 
cluded in an acceptable training program, residency, or pre- 
ceptorship : 

The amount of time of training shall total 3 calendar years 
or 6,000 clock hours and shall include: 

Basic Science 100 clock hours 

Psychiatry and Psychology...........-----.-----= 500 clock hours 

Neurological Surgery Observation............ 500 clock hours 

Didactic Courses 500 clock hours 
A maximum of 1,000 hours may be granted for case reports, 
2 hours being allowed for each. A maximum of 500 such re- 
ports may be presented. Such reports may be considered if 
they are submitted in an approved form and signed by the pre- 
ceptor. Each report must include sufficient information to ade- 
quately describe the problem, support of diagnosis, data for 
differential diagnostic study, an estimate of the prognosis, and 
a suggested plan of treatment. Clinical training shall include: 
Electroencephalography, electromyography, reactions of degen- 
eration, neuro-ophthalmoscopy, spinal taps, cisternal puncture, 
encephalography, ventriculography, stellate ganglion blocks, 
angiography, myelography, and autopsy studies. The amount 
of clinical training shall be 3,400 clock hours. Furthermore, 
the clinical material utilized must include a sampling of: De- 
generative diseases, traumatic conditions, convulsive disorders, 
infective and toxic problems, neoplasms of the nervous system, 
deficiency states, cerebro-vascular problems, and geriatric and 
pediatric neurology. 

2. For certification in Psychiatry the following shall be in- 
cluded in an acceptable training program, residency, or pre- 
ceptorship : 

The amount of time of training shall total 3 calendar years 
or 6,000 clock hours and shall include: 

Psychological Subjects, including Testing..500 clock hours 

Neurology and Neurological Subjects.......... 500 clock hours 

Basic Science 100 clock hours 


A maximum of 1,000 hours may be granted for case reports, 
2 hours being allowed for each. A maximum of 500 such re- 
ports may be presented. Such reports may be considered if 
they are submitted in an approved form and signed by the 
preceptor. Psychoanalysis to which the applicant has submitted 
himself for treatment or for training will be credited for a 
maximum amount of 200 clock hours. The training program 
for certification in Psychiatry shall be primarily of a clinical 
nature and must be conducted as actual contact with patients 
under supervision. The full range of psychiatric conditions 
shall include: Functional psychotics, neuroses of all kinds, sex- 
ual aberrations, organic mental conditions, geriatric psychiatry, 
pediatric psychiatry, marital problems, neurologic psychiatry, 
psychosomatics, mental deficiency, epilepsy, narcolepsy, alcohol- 
ism, psychopathic personalities, syphilis of the nervous system, 
and legal psychiatry. In addition, the applicant shall acquire 
familiarity with the theory of Psychiatry and the technics of : 
Electro-shock treatment, physiotherapy in psychiatry, hydro- 
therapy in psychiatry, pharmacology in psychiatry, dietetics in 
psychiatry, occupational therapy, psychotherapy (at least an op- 
erational ability), hypnosis and suggestion, child guidance, mari- 
tal counseling, elementary psychological testing, and psychiatric 
examination procedure. Only work done in clinically oriented 
disciplines will be credited. The policy of this Board is to scruti- 
nize critically all preceptor training programs in psychiatry be- 
cause of its limitations and its questionable value. Unapproved 
preceptor training programs will not be recognized by this 
Board. The minimum amount of clinical training shall be 3,400 
clock hours. 

3. For certification in Neurology and Psychiatry an ac- 
ceptable training program shall consist of a minimum of 5 
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years’ full-time training or a total of 10,000 clock hours. This 
training shall consist of 2 years devoted exclusively to the study 
of Neurology and 2 years devoted exclusively to the study of 
Psychiatry and 1 year of study which shall include material 
from both fields and the Basic Sciences. 

A holder of a certificate in Neurology or a holder of a 
certificate in Psychiatry shall be required to complete a mini- 
mum of 2 years’ additional training to qualify for a certificate 
in Neurology and Psychiatry. The required 2 years’ additional 
training program must be approved by the American Osteo- 
pathic Board of Neurology and Psychiatry. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable pro- 
gram of special training, but it is not this Board’s function to 
supply the training. This Board will recognize as proper in- 
stitutions for securing this training those institutions which are 
approved for special training by the approving agencies of the 
American Osteopathic Association, together with such others 
as this Board may determine to possess facilities and personnel 
adequate to provide proper training. 

(g) He must practice as a specialist in his field for a 
period of at least 2 years subsequent to the minimum 3 years 
of special training. At least 80 per cent of the applicant’s 
practice must be in the specialty field. 

(h) Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty and the possession of sound 
judgment and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the specialty. 
Oral, written, and clinical examinations shall be conducted and 
required in the case of each applicant. This Board may con- 
duct the oral and written examinations at the end of the re- 
quired 3 years of special training, but shall not conduct the 
practical or clinical examination until the required 2 years of 
specialty practice have been completed. The members of this 
Board shall personally review, if not perform, the grading of 
each written examination. The conduct of the clinical exami- 
nations may be delegated to committees of not fewer than two 
individuals maturely qualified in the specialty. A full descrip- 
tion of the method of conducting the examination shall be 
formulated in this Board’s Regulations and Requirements, and 
provision for re-examination shall be made. 


Sec. 2. In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments stated in Section 1, (a), (b), (c), (d), and (e) above 
and has maintained appropriate activity in American Osteo- 
pathic Association organizational work, specialty societies, hos- 
pital staff work, the pursuit of periodic postgraduate work, con- 
tributions to professional literature, or otherwise has indicated 
his consistent interest and competence in his specialty, the re- 
quirements of Article IV, Section 1, paragraphs (f) and (h) 
may be waived, and he may be recommended for certification 
after passing an appropriate oral and/or clinical examination. 
The final date for accepting applications under this classifica- 
tion shall be May 1, 1961. 

Sec. 3. Subject to the recommendations of the Advisory 
Board for Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic Association, 
the American Osteopathic Board of Neurology and Psychiatry 
may require such further training in each of the specialty fields 
coming under its jurisdiction as in its judgment such field may 
require, provided that the additional requirements for each spe- 
cialty field are clearly set forth in the Regulations and Require- 
ments of this Board. Additions to requirements shall not go 
into effect until 1 year subsequent to the announcement of such 
change. 
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AMERICAN OSTEOPATHIC BOARD OF OBSTETRICS 
AND GYNECOLOGY 


Frank E. Gruber, Chairman, Philadelphia, Pennsylvania 

Kenneth A. Scott, Vice Chairman, Providence, Rhode Is- 
land 

Homer R. Sprague, Lakewood, Ohio 

Arthur B. Funnell, Denver, Colorado 

Dorothy J. Marsh, Glendale, California 

Charles J. Mount III, Burbank, California 

A. J. Still, Flint, Michigan 

Maurice C. Kropf, Orrville, Ohio 

Jacquelin Bryson, Secretary-Treasurer, Denver, Colorado 


DEFINITION OF SPECIALTY PRACTICE 

a. Obstetrics: The practice of obstetrics shall be defined as 
the diagnosis and management of all states presented in cases 
of pregnancy from the time of conception through the post- 
partum period by use of any or all means excepting those in- 
volving laparotomy or vaginal cesarean section. 

b. Gynecology: The practice of gynecology shall be defined 
as the diagnosis and treatment of diseases peculiar to the fe- 
male, and because of the close relationship does not exclude 
affections of the mammary gland and urinary tract in the fe- 
male, but does exclude all major surgical procedures. 

(1) The surgical procedures included under Gynecology 
are: 

(a) Cervical cautery, conization, and biopsy 

(b) Endometrial biopsy 

(c) Diagnostic dilatation and curettage 

(d) Hysterosalpingographies and tubal insufflations 

(e) Incision of superficial abscesses 

(f) Biopsy and excision of superficial tumors of the 
vulva 

(g) Female circumcision 

(h) Breast biopsies 


c. Obstetrical-Gynecological Surgery: The practice of ob- 
stetrical-gynecological surgery shall consist of and include that 
branch of medical science, art, and practice which is concerned 
with major operative procedures: 

(1) Within the abdomen and pelvis upon the female gen- 

erative system or structures related thereto; 

(2) Major plastic procedures upon the vaginal tract by 

manual and instrumental means; 

(3) And mammary gland. 


REQUIREMENTS FOR CERTIFICATION 

To be eligible to receive a certificate of specialization from 
the American Osteopathic Board of Obstetrics and Gynecology 
the applicant must meet all of the following minimum require- 
ments: 

a. He must be a graduate of an approved osteopathic col- 
lege. 

b. He must be licensed to practice in the state or territory 
where he conducts his specialty practice. 

c. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years prior to 
application for examination by this Board. 

d. He must have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by the 
American Osteopathic Association or satisfactory to this Board. 
If graduated in 1942 or prior thereto, the applicant must have 
had training of value equivalent to that of an acceptable in- 
ternship as determined by this Board. 

e. He must be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

f. A period of not less than 3 years of special training re- 
lated to the specialty shall be required, after the required 1 
year of internship, or its equivalent, but not necessarily imme- 
diately following the internship nor running 3 consecutive years, 
except that in the case of applicants who graduated prior to 
1946, this Board may modify the requirement of 3 years of 
special training by allowing a credit of 1 year of special train- 
ing for each 5 years of specialty practice for a total credit of 
not to exceed 2 years of the requirement, but in no case may 
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such an applicant graduated prior to 1946 be accepted for ex- 
amination without at least 1 year of special training as defined, 
This training shall include: 

(i) Advanced study in the sciences: Anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive under- 
standing of the prevention, diagnosis, therapy, and management 
of the disorders involved in the specialty. 

A minimum of 100 clock hours shall be required in the 
basic science training programs, subdivided as follows: 

(a) A minimum of 10 clock hours each in the following 
subjects: Anatomy, physiology, biochemistry, pathology, and 
pharmacology. 

(b) The remainder of the minimum required hours may 
be taken in any of the subjects mentioned or in other basic 
sciences related to the specialty. 

(ii) Active experience in diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the specialty. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. 

Tt shall be this Board’s duty to assist applicants in deter- 
mining a suitable program of special training, but it is not this 
Board’s function to supply the training. 

This Board will recognize as proper institutions for secur- 
ing this training those institutions which are approved for 
special training in Obstetrics and Gynecology and Obstetrical- 
Gynecological Surgery by the approving agencies of the Ameri- 
can Osteopathic Association, together with such others as this 
Board may determine to possess facilities and personnel ade- 
quate to provide proper training. 

This Board will also recognize as proper institutions for 
securing this training those institutions which are approved for 
special training in general or gynecological surgery by the 
approving agencies of the American Osteopathic Association, 
provided that the total 3-year training period includes the re- 
quired training in Obstetrics and Gynecology and Obstetrical- 
Gynecological Surgery, together with such others as_ this 
Board may determine to possess facilities and personnel ade- 
quate to provide proper training. 

g. He must practice as a specialist in his field for a period 
of at least 2 years subsequent to the minimum 3 years of spe- 
cial training as defined by this Board prior to being examined. 

h. Thesis: ; 

1. The applicant shall submit a thesis which shall be a 
report of an original investigation in the specialty field by the 
applicant or a review of the literature to which the applicant 
shall add personal experiences referable to the subject matter. 
This Board may accept a previously published article on a sub- 
ject in the specialty fields covered by this Board. Grading of 
the article will be based on English composition and neatness 
as well as upon the subject matter. 

2. Unacceptable Case Records and Thesis 

This Board reserves the right to refuse for credit any 
case record or records or any thesis if, in its judgment, they 
do not conform to the standards previously mentioned. 


i. Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty, and the possession of sound 
judgment and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of his specialty. 
Oral, written, and clinical examinations shall be conducted and 
required in the case of each applicant. The members of this 
Board shall personally review, if not perform, the grading of 
each written examination. The conduct of the clinical examina- 
tions may be delegated to committees of not fewer than two 
individuals maturely qualified in the specialty. 

j. Modification of requirements : 
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In the case of any applicant who was engaged in the 
practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments stated in Article IV, Section 1, (a), (b), (c), (d), and 
(e) of the Bylaws of this Board, and has maintained appro- 
priate activity in American Osteopathic Association organiza- 
tional work, specialty societies, hospital staff work, the pursuit 
of periodic postgraduate work, contributions to professional 
literature, or otherwise has indicated his consistent interest and 
competence in his specialty field, the requirements of Article 
IV, Section 1, paragraphs (f) and (h) of the Bylaws of this 
Board may be waived and he may be recommended for certifi- 
cation after passing an appropriate oral and/or clinical exami- 
nation. The final date for accepting applications under this 
classification shall be May 1, 1961. 


REQUIREMENTS FOR CERTIFICATION IN 
OBSTETRICS AND GYNECOLOGY 


1. Percentage of practice in the field covered by this spe- 
cialty shall be not less than 60 per cent. The applicant must 
supply a notarized affidavit of the foregoing. 

2. The applicant shall furnish an affidavit of having been 
first assistant to a qualified specialist in the management of not 
less than 50 pathological pelvic deliveries as encountered during 
his assistantship, and 200 cases of a gynecological nature. 

3. The applicant must show notarized documented evidence 
of handling, on his own responsibility, not less than 25 patho- 
logical pelvic deliveries and such other nonpathological deliv- 
eries as were encountered in the practice of the specialty. 

4. The applicant must show notarized documented evidence 
of handling, as a responsible physician, 100 gynecological cases 
in which he shall have (a) made a complete examination, in- 
cluding laboratory studies; (b) determined a diagnosis; (c) 
recommended a gynecological or obstetrical-gynecological surgi- 
cal treatment; (d) observed or participated in a surgical cor- 
rection of a pathology found, or performed the gynecological 
or obstetrical-gynecological surgical treatment; and (e) fol- 
lowed the patient through her convalescence to recovery. A 
reasonable proportion of obstetrical-gynecological surgical and 
gynecological cases shall be included. 

5. The applicant shall send to the Secretary-Treasurer of 
this Board authentic copies of 15 pathological obstetrical case 
records, and 10 complicated gynecological case records. The 
applicant must file an affidavit certifying that the records are 
exact copies of authentic records in his files, and that he per- 
sonally cared for the cases presented. All records must be pre- 
sented in printed form. The obstetrical case records must 
include a history, physical examination, routine and special 
laboratory examinations, antepartum, labor, delivery, and post- 
partum progress records of sufficient quality to clearly reflect 
the detailed management of the case to the time of dismissal. 
Fhe gynecological case records shall include history, physical 
examination, routine and special laboratory examinations, diag- 
nosis, detailed treatment notes, progress notes, and case sum- 


mary. 


REQUIREMENTS FOR CERTIFICATION IN 
OBSTETRICAL-GYNECOLOGICAL SURGERY 


1. Percentage of practice by the applicant in the Obstet- 
rical-Gynecological Surgical phases shall not be less than 75 
per cent. The applicant must supply a notarized affidavit of the 
foregoing. 

2. The applicant shall furnish an affidavit of having been 
first assistant to a qualified specialist in the management of not 
less than 50 pathological pelvic deliveries and such other non- 
pathological deliveries as were encountered during his assist- 
antship. 

3. The applicant must show notarized documental evidence 
of handling on his own responsibility not less than 25 patho- 
logical pelvic deliveries and such other nonpathological deliv- 
eries as were encountered in the practice of the specialty. 

4. He shall have assisted in the performance of not less 
than 400 major surgical operations, 200 of which must be of a 
major obstetrical-gynecological nature. Not more than 25 per 
cent of any one surgical procedure shall be permitted for ac- 
creditation towards the required number of operative assistant- 
ships. 

5. He shall have performed a minimum of 200 major surgi- 
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cal operations in which he was the responsible surgeon, 100 of 
which must be of a major obstetrical-gynecological nature. Not 
more than 25 per cent of any one surgical procedure shall be 
permitted for accreditation towards the required number of 
operative procedures performed on his own responsibility. 

6. The applicant shall send to the Secretary-Treasurer of 
this Board authentic copies of 25 case records of major ob- 
stetrical-gynecological surgical procedures. The applicant must 
file an affidavit certifying that the records are exact copies of 
authentic records in his files and that he personally cared for 
the cases presented. All records must be presented in printed 
form. The case records must include a history, physical ex- 
amination, all preoperative diagnostic procedures, operating 
technique, surgical findings, progress notes, pathological reports, 
and case summary up to the date of discharge from his care. 

7. These records become the property of this Board and 
shall be placed on file with the Secretary-Treasurer of this 
Board for a minimum of 3 years. 

8. He shall demonstrate his fitness to take the examination 
in any other manner required by this Board. 


AMERICAN OSTEOPATHIC BOARD OF OPHTHALMOLOGY 
AND OTORHINOLARYNGOLOGY 


Clarence M. Mayberry, Chairman, East Liverpool, Ohio 
C. L. Attebery, Vice Chairman, Kirksville, Missouri 

J. Ernest Leuzinger, Philadelphia, Pennsylvania 

Ward G. DeWitt, Long Beach, California 

Richard J. Murphy, Detroit, Michigan 

Ralph S. Licklider, Secretary-Treasurer 

Clifford C. Foster, Executive Secretary, Lakewood, Ohio 


DEFINITION OF SPECIALTY PRACTICE 

Sec. 1. For the purpose of the operation of this Board, the 
following divisions of practice are defined: 

(a) The practice of ophthalmology shall consist of the 
diagnosis and treatment of the disorders and diseases of the 
eye and its adnexa, including refraction. 

(b) The practice of otorhinolaryngology shall include the 
diagnosis and treatment of disorders and diseases of the ear, 
nose, and throat. It may include such other specialties as have 
a definite relationship to otorhinolaryngology. 

(c) The practice of orofacial plastic surgery shall include 
the diagnosis, medical and surgical treatment and repair of de- 
velopmental, congenital and acquired deformities of the mouth 
and face, to include the entire area of the head and neck. 


REQUIREMENTS FOR CERTIFICATION 

Sec. 1. To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Ophthalmology 
and Otorhinolaryngology the applicant must meet all of the fol- 
lowing minimum requirements, excepting as provided in Section 
3 and Section 4 of this Article: 

(a) He must be a graduate of an approved osteopathic 
college. 

(b) He must be licensed to practice in the state or terri- 
tory where he conducts his specialty practice. 

(c) He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to application for examination by this Board, and, if 
successful in passing his examination, he shall remain a mem- 
ber in good standing in the American Osteopathic Association 
and in his state or divisional society. 

(d) He must have satisfactorily completed an internship 
of at least 1 year in a hospital approved for intern training by 
the American Osteopathic Association, or satisfactory to the 
American Osteopathic Board of Ophthalmology and Otorhino- 
laryngology. If the applicant was graduated in 1942, or prior 
thereto, he must furnish evidence of training of equal value 
satisfactory to the American Osteopathic Board of Ophthal- 
mology and Otorhinolaryngology. 

(e) He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele as 
an osteopathic physician who is specializing in the practice of 
ophthalmology and/or otorhinolaryngology, in orofacial plastic 
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surgery, or a specialty coming under the jurisdiction of this 
Board. He must be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

(f) He must provide notarized documentary evidence of a 
minimum of 3 years of special training in ophthalmology 
and/or otorhinolaryngology, or in orofacial plastic surgery, 
after the required 1 year of internship, or its equivalent, but 
not necessarily running 3 consecutive years. In the case of 
applicants who graduated prior to 1946, this Board may modify 
the requirement of 3 years of special training by allowing a 
credit of 1 year of special training for each 5 years of specialty 
practice, for a total of not to exceed 2 years of the require- 
ment, but in no case may such applicant be accepted for exami- 
nation without at least 1 year of special training. This training 
shall include : 

(i) Advanced study in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 

(ii) Active experience in the diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the specialty. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. 

(a) The training may consist of a 5-year assistantship to 
a certified specialist approved by this Board and by the approv- 
ing agencies of the American Osteopathic Association, during 
which time he shall have assisted in at least 300 major surgical 
operations and shall have devoted at least 50 per cent of his 
time to the training program, followed by at least 2 years of 
successful specialty practice. 

(b) The training may consist of 3 years of full-time as- 
sistantship to a certified specialist approved by this Board, and 
hy the approving agencies of the American Osteopathic Asso- 
ciation, in both hospital and office practice, followed by at least 
2 years of successful specialty practice. 

(c) The training may consist of an approved hospital 
residency in the specialty of not less than 2 years’ time, followed 
by 2 years’ assistantship to a certified specialist approved by 
this Board and 2 years of successful specialty practice. 

It shall be this Board’s duty to assist applicants in deter- 
mining a suitable program of special training, but it is not this 
Board’s function to supply the training. This Board will recog- 
nize as proper institutions for securing this training those insti- 
tutions which are approved for special training by the approving 
agencies of the American Osteopathic Association, together 
with such others as this Board may determine to possess facili- 
ties and personnel adequate to provide proper training. 

(gz) He shall provide notarized documentary evidence that 
he has performed 100 major surgical operations in which he 
was the responsible surgeon. 

(h) He shall present detailed case records acceptable to 
the American Osteopathic Board of Ophthalmology and Oto- 
rhinolaryngology of twenty-five major procedures in which he 
was the responsible surgeon, and handled within the past 5 
years. These records shall include history, physical examination, 
routine laboratory work, special laboratory work, preoperative 
diagnosis, detailed findings, detailed operative procedure, post- 
operative diagnosis, the progress notes, gross and histological 
description and diagnosis of excised tissue, and a case summary. 

(i) An applicant for certification by this Board who grad- 
uated prior to 1936, and who was engaged in the practice of his 
specialty by 1939 or prior thereto, and who meets the general 
requirements stated in Section 1, (a), (b), (c), and (d), and 
who has maintained appropriate activity in American Osteo- 
pathic Association organizational work, specialty societies, hos- 
pital staff work, the pursuit of periodic postgraduate work, 
contributions to professional literature, or otherwise has indi- 
cated his consistent interest and competence in his specialty, the 
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requirements of this article Section 1, paragraphs (f) and (h) 
may be waived, and he may be recommended for certification 
after passing an appropriate oral and/or clinical examination, 
The final date for accepting applications under this classifica- 
tion shall be May 1, 1961. 

(j) As a primary prerequisite for certification in a spe- 
cialty under the jurisdiction of this Board, the applicant must 
show evidence of a well-developed understanding of the osteo- 
pathic principles and a demonstrated ability to apply these 
principles. 


AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY 

Norman W. Arends, Chairman, Huntington Woods, Michi- 
gan 

Dorsey A. Hoskins, Vice Chairman, Kansas City, Missouri 

Boyd B. Button, Portland, Maine 

William J. Loos, Detroit, Michigan 

Robert P. Morhardt, South Pasadena, California 

O. Edwin Owen, Secretary-Treasurer, Philadelphia, Penn- 
sylvania 


DEFINITION OF SPECIALTY PRACTICE 

Sec. 1. For the purpose of the operation of this Board the 
following divisions of practice are defined: 

(a) The practice of clinical pathology shall consist of and 
include all phases of general clinical laboratory work, hema- 
tology, bacteriology, mycology, parasitology, serology, toxicol- 
ogy, and applied biochemistry. 

(b) The practice of anatomic pathology shall consist of 
and include all aspects of histopathology, surgical pathology, 
autopsy surgery, and their teaching. 

(c) The practice of pathology shall consist of and include 
surgical pathology, autopsy surgery, histopathology and clinical 
pathology. 


REQUIREMENTS FOR CERTIFICATION 
Each applicant for examination for certification in clinical 
pathology or pathology, or any specialty coming under the 
jurisdiction of the American Osteopathic Board of Pathology, 
must present evidence that he has met the following minimum 
requirements. 
a. Educational qualifications 
1) An applicant must be a graduate of an osteopathic 
college approved by the American Osteopathic Association. 
2) Internship 

a) One year of internship, preferably a rotating in- 
ternship, in a hospital approved for intern training by the 
American Osteopathic Association, or under exceptional cir- 
cumstances other equivalent institutional training for a period 
of 1 year satisfactory to this Board. 

b) An internship of 9 months shall constitute a rec- 
ognized full internship if served during World War II as pre- 
scribed by the Selective Service Board and when such intern- 
ships were recognized by the American Osteopathic Association 
as full internships. 

c) If graduated in 1942 or prior thereto, the applicant 
must have had experience and/or training equivalent to that 
of an acceptable internship, as determined by this Board. 

3) Special training 
a) Pathology 
A period of not less than 3 years of special training is re- 
quired, after the required 1 year of internship or its equivalent 
as defined above (a, 2), but not necessarily immediately fol- 
lowing the internship nor running 3 consecutive years. 

b) Clinical pathology 

A period of not less than 3 years of special training is re- 
quired, after the required 1 year of internship or its equivalent 
as defined above (a, 2), but not necessarily immediately fol- 
lowing the internship nor running 3 consecutive years. 

c) Institutions approved for special training 

(1) This Board shall accept special training in pa- 
thology or clinical pathology in institutions which meet the 
Board’s requirements and are approved for the specific special 
training by the approving agencies of the American Osteopathic 
Association. 

(2) This Board requires that the laboratory be un- 
der the personal direction of a specialist in pathology (or for 
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clinical pathology, a specialist in clinical pathology) recognized 
by this Board as capable of proper and thorough teaching of 
the trainee. He need not be certified but certification in the 
specialty is preferable. 

(3) The laboratory, to be satisfactory, must have an 
annual minimal volume as follows: 

2,000 determinations in hematology ; 

1,000 determinations in blood chemistry ; 

1,500 determinations in bacteriology, mycology, parasitol- 
ogy, and serology; 

2,000 determinations in urinalyses, basal metabolism tests, 
clectrocardiographs, gastric analyses, etc., and general 
miscellaneous laboratory work. 

In addition, for pathology, the following minimal volume 
is required : 

1,000 surgical-case tissues ; 

Postmortem examination of 35 per cent of the deaths in 
the hospital. A postmortem examination constitutes at 
least a thorough examination of the trunk in selected 
cases, additional explorations of the head, extremities, 
spinal cord, etc. , 

(4) The laboratory must have an adequate library 
in the specialty and in related sciences and fields of practice 
available to the trainee. 

(5) The approval of the laboratory is on an annual 
basis. 

(6) If a laboratory loses its status of approval, a 
trainee in that laboratory shall be given credit for the time 
spent in special training only during its period of approval. 

d) Programs of special training 

(1) The special training program must meet the 
minimum requirements established by the American Osteopathic 
Board of Pathology. 

(2) The special training program must be approved 
by the Bureau of Hospitals if the trainee is classified as serving 
a residency. 

(3) The special training program must be approved 
by the Committee on Accreditation of Postgraduate Training 
of the Bureau of Professional Education and Colleges if it is 
other than a residency. This program may be: 

i) Fellowships: a graduate training program of 
a recognized college of osteopathy, 

ii) Preceptorships: training programs of a quali- 
fied individual, 

iii) Miscellaneous: other recognized postgraduate 
courses given by clinics, colleges, etc. 

(4) Residency training, fellowship training, etc., may 
not be carried out simultaneously in the same laboratory. 

(5) The program must meet the requirements to 
thoroughly train the individual in clinical pathology and/or 
pathology in all of the branches as defined in 1, a), b), above. 

(6) This Board requires the following minimum re- 
quirements for approval of a program: 

(a) Pathology 

This special training shall include: 
1. One year’s clinical pathology training subdi- 
vided as follows: 
i) 3 months’ hematology service; 
ii) 3 months’ blood chemistry service; 
iii) 3 months’ bacteriology, mycology, parasi- 
tology, and serology service; 
iv) 3 months’ urinalyses and miscellaneous tests 
and general laboratory work service. 
2. Two years’ tissue pathology and autopsy sur- 
gery 
(b) Clinical pathology 
This special training shall include: 
1. One year’s service embracing the four divi- 
sions as stated above in (6), (a), 1; 
2. Two years in the laboratory. 

(c) A year is defined as 50 weeks of a minimum 
of 40 hours per week. 

(d) Attendance at periodic clinicopathologic semi- 
nars and/or submission of original theses, the number and char- 
acter to be determined by the trainer. 

e) Status of the trainee 
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(1) A resident training program comes under the 
jurisdiction of the Bureau of Hospitals of the American Os- 
teopathic Association. It is defined as a full-time training pe- 
riod appropriate to the specialty and of not less than 1 year’s 
duration spent in an approved osteopathic hospital. 

(2) Fellowship training programs come under the 
jurisdiction of the Committee on Accreditation of Postgraduate 
Training of the Bureau of Professional Education and Colleges. 

(3) An individual may train as a resident or as a 
Fellow as long as the requirements of the special training pro- 
gram are fulfilled in an institution approved for the special 
training. Furthermore, a combination of both types may be 
served if desired or necessary to secure adequate training and 
may be served in more than one approved laboratory and under 
more than one qualified specialist. 

(4) The trainee must register with this Board with- 
in 30 days from the time he begins the special training in his 
specialty. Forms for registration are available from the Secre- 
tary-Treasurer of this Board. 

f) Modification of requirements 
The requirements of Article IV, Section 1, f) and 

h) of the Bylaws may be waived and the applicant recom- 
mended for certification after passing an appropriate oral 
and/or clinical examination, if the applicant was engaged in 
the practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments as follows: 

(1) He must be a graduate of an approved osteo- 
pathic college. 

(2) He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

(3) He must have been a member in good standing 
of the American Osteopathic Association and of his state or 
divisional society for a continuous period of at least 3 years 
immediately prior to application for examination. 

(4) He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for intern 
training by the American Osteopathic Association or satisfac- 
tory to this Board. If graduated in 1942 or prior thereto, the 
applicant must have had training of value equivalent to that of 
an acceptable internship as determined by this Board. 

(5) He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the American 
Osteopathic Association. 

(6) He must have maintained appropriate activity in 
American Osteopathic Association organizational work, spe- 
cialty societies, hospital staff work, the pursuit of periodic post- 
graduate work, contributions to professional literature or other- 
wise have indicated his consistent interest and competence in his 
specialty. 

The final date for accepting applications under this classifi- 
cation shall be May 1, 1961. 

zg) Modification of requirements by previous commit- 
ments by this Board. 

In the case of applicants to whom this Board has 
made definite commitments that a particular program which 
commenced prior to December 15, 1946, would meet the require- 
ments for admission to examination for certification, the Board 
may waive such requirements of Article IV, Section 1, para- 
graphs d), f), and g) of the Bylaws as would prevent the 
admission of such applicants to examination. The requirements 
of the Bylaws in force at the time the commitments were made 
shall apply. 

h) Modification of requirements for those who have 
engaged in specialty practice of pathology or clin- 
ical pathology. 

If the applicant graduated prior to 1946, this Board 
may modify the specific requirement of special training by al- 
lowing a credit of 1 year of special training for each 5 years 
of specialty practice for total credit of not to exceed 2 years of 
the requirement. In no case may such applicant be accepted for 
examination without at least 1 year of special training as 
defined. 

b. Years of specialty practice 
In addition to completing the required special training, 
the applicant shall have engaged in specialty practice in his field 
for not less than 2 years before admission to the examination. 
Specialty practice is defined as a minimum of 90 per cent of 
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the time occupied in professional practice in the specialty, which 
may include active specialty practice, teaching of pathology, or 
administration of a department of pathology or researh. An 
affidavit in regard to the above may be required by the Creden- 
tials Committee of this Board in evaluating the applicant’s ap- 
plication. 

c. Membership requirements 

The applicant must have been a member in good stand- 
ing of the American Osteopathic Association and of his state 
or divisional society for a continuous period of at least 3 years 
immediately prior to application for examination by this Board. 

d. Licensure requirement 

He must be licensed to practice in the state or territory 
where he conducts his specialty practice. 

e. Code of Ethics requirement 

He must be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

f. Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, and his familiarity with 
the current advances in the specialty, and the possession of 
sound judgment and of a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of the spe- 
cialty. Oral, written, and clinical examinations shall be con- 
ducted and required in the case of each applicant. This Board 
may conduct the oral and written examinations at the end of the 
required 3 years of special training, but shall not conduct the 
practical or clinical examination until the required 2 years of 
specialty practice have been completed. The members of this 
Board shall personally review, if not perform, the grading of 
each written examination. The conduct of the clinical examina- 
tions may be delegated to committees of not fewer than two 
individuals maturely qualified in the specialty. A full descrip- 
tion of the method of conducting the examinations shall be 
formulated in this Board’s Regulations and Requirements, and 
provision for re-examination shall be made. 


AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS 


William S. Spaeth, Chairman, Drexel Hill, Pennsylvania 

Ruth Elizabeth Tinley, Vice Chairman, Philadelphia, Penn- 
sylvania 

Patrick D. Philben, Dallas, Texas 

Nelson D. King, Kirksville, Missouri 

Evangeline N. Percival, Secretary-Treasurer, Los Angeles, 
California 

Betsy B. MacCracken, Assistant Secretary-Treasurer, Hol- 
lywood, California 


DEFINITION OF SPECIALTY PRACTICE 
The practice of pediatrics shall consist of and include the 
utilization of all of those procedures necessary to the study and 
the management of the care of infants and children, as well as 
the prevention, diagnosis, and treatment of the diseases of in- 
fants and children from birth up to the average age of sexual 
maturity. 


REQUIREMENTS FOR CERTIFICATION 

Each applicant for certification under the jurisdiction of 
this Board shall present evidence that he has met the following 
minimum requirements : 

1. He shall have been graduated from an approved osteo- 
pathic college at least 6 years prior to consideration of his ap- 
plication by the American Osteopathic Board of Pediatrics. 

2. He must be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to making application for examination by this Board. 

4. He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele as 
an osteopathic physician who is specializing in the practice of 
pediatrics and shall publicize his osteopathic affiliation in an 
ethical manner. 
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5. He must be able to show evidence of conformance to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

6. He shall have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by the 
American Osteopathic Association or other equivalent instity- 
tional training satisfactory to this Board. If the applicant was 
graduated in 1942 or prior thereto, he must have had training 
of value equivalent to that of an acceptable internship as deter- 
mined by this Board. 

7. He shall provide notarized documentary evidence of at 
least 3 years of special training related to the specialty after the 
required 1 year of internship or its equivalent, but not neces- 
sarily immediately following the internship nor running 3 con- 
secutive years. In the case of applicants graduated prior to 
1946, the Board may modify the requirements of 3 years of 
special training by allowing a credit of 1 year of special train- 
ing for each 5 years of specialty practice for a total credit not 
to exceed 2 years of the requirement. In no case may such 
applicant graduated prior to 1946 be accepted for examination 
without at least 1 year of special training as defined. This 
training shall include: 

(a) Advanced studies in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, bacteriology, immu- 
nology, parasitology, and such other basic sciences as are neces- 
sary to a mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of the disorders 
involved in the specialty. 

(b) Active experience in such amount and diversity in the 
practice of this specialty that it will assure adequate training in 
the specialty. The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satisfactory to 
this Board, or by serving an acceptable assistantship to or 
studying under the preceptorship of a qualified specialist in this 
field, supplemented by prescribed study conforming to a plan 
approved by this Board. The minimum 3-year period of special 
training may be made up of varying combinations of the sev- 
eral types mentioned above as determined by this Board. It 
shall be this Board’s duty to assist applicants in determining a 
suitable program of special training, but it is not this Board’s 
function to supply the training. This Board will recognize as 
proper institutions for securing the special training those insti- 
tutions which are approved by the approving agencies of the 
American Osteopathic Association together with such others as 
this Board may determine to possess facilities and personnel 
adequate to provide proper training. 

8. Subsequent to completing the required special training, 
the applicant shall have engaged in specialty practice for not 
less than 2 years before admission to examination. To be con- 
sidered as engaging in a specialty practice, the applicant shall 
devote 60 per cent or more of his time to the practice of 
pediatrics. 

9. Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in this specialty, his familiarity with the 
current advances in the specialty field, and the possession of 
sound judgment and of a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of the spe- 
cialty. Oral, written, and clinical examinations shall be con- 
ducted and required in the case of each applicant. 


10. In the case of any applicant who was engaged in the 
practice of his specialty by 1939 or prior thereto and who grad- 
uated prior to 1936, and who meets the general requirements as 
stated in Article IV, Section 1, (a), (b), (c), (d), and (e) of 
the Bylaws, and has maintained appropriate activity in Ameri- 
can Osteopathic Association organizational work, specialty so- 
cieties, hospital staff work, the pursuit of periodic postgraduate 
work, contributions to professional literature, or otherwise has 
indicated his consistent interest and competence in his specialty, 
the requirements of Article IV, Section 1, (f) and (h) of the 
Bylaws may be waived, and he may be recommended for cer- 
tification after passing an appropriate oral and/or clinical ex- 
amination. The final date for accepting applications under this 
classification shall be May 1, 1961. 

11. Each applicant for certification coming within the juris- 
diction of this Board shall prepare and submit for publication 
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at least three articles on pediatrics during the 3 years of special 
training and one article in each of the 2 years of specialty prac- 
tice and shall forward copies of these articles to the Secretary- 
Treasurer of the American Osteopathic Board of Pediatrics. 


AMERICAN OSTEOPATHIC BOARD OF 
PHYSICAL MEDICINE AND REHABILITATION 
William W. W. Pritchard, Chairman, Pasadena, California 
Wallace M. Pearson, Vice Chairman, Kirksville, Missouri 
Robert C. Ruenitz, Secretary-Treasurer, Los Angeles, Cali- 
fornia 


DEFINITION OF SPECIALTY PRACTICE 
The practice of physical medicine and rehabilitation shall 
consist of and include the use of all medical measures, especial- 
ly those in the physical field, which will hasten the recovery and 
restoration of the ill or handicapped to the fullest physical, 
mental, social, vocational, and economic usefulness of which he 
or she is capable. 


REQUIREMENTS FOR CERTIFICATION 

To be eligible to receive a certificate of specialization from 
this Board, the applicant must meet all of the following mini- 
mum requirements, excepting as provided in Article IV, Section 
2 of the Bylaws of this Board: 

a. He must be a graduate of an approved osteopathic col- 
lege. 

b. He must be licensed to practice in the state or territory 
where he conducts his specialty practice. 

c. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years prior to ap- 
plication for examination by this Board. 

d. He must have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by the 
American Osteopathic Association or satisfactory to this Board. 
If graduated in 1942 or prior thereto, the applicant must have 
had training of value equivalent to that of an acceptable intern- 
ship as determined by this Board. 

e. He must practice as a specialist in his field for a period 
of at least 2 years subsequent to the minimum 3 years of spe- 
cial training. 

f. Percentage of practice in the field covered by this spe- 
cialty shall not be less than 60 per cent. An affidavit of proof 
of practice may be required by this Board from the applicant. 

g. Number of case records 

1. The applicant must present evidence of handling on 
his own responsibility not less than 200 cases applicable to this 
specialty. This evidence must include: history, structural ex- 
aminations, general physical examination, record of special 
muscle and nerve testings where applicable, treatment pre- 
scribed, and progress notes of the case, including termination 
of treatment or at the latest date patient was observed. 

2. Documentary evidence of the above may be request- 
ed by this Board. 

3. These records become the property of this Board 
and shall be placed on file with the Secretary-Treasurer for a 
minimum of 3 years. 

h. Thesis 

1. The applicant shall submit reprints or copies of rep- 
resentative articles which have been published or have been 
prepared for publication. The thesis, a monograph, shall be an 
original investigation in the specialty field as conducted by the 
applicant or a review of the literature to which the applicant 
shall add personal experiences referable to the subject matter. 

2. This Board shall submit to the applicant three titles 
as suggestions for the monograph. If these are not acceptable 
to the applicant, the applicant may submit a title of his choice 
to the Board for approval. 

3. The title of the thesis must be approved by this 
Board and the title shall be recorded in the office of the Secre- 
tary-Treasurer. 

4. The form of the thesis shall follow a stylebook of 
the applicant’s choosing. The author and title of the stylebook 
shall be included in the bibliography. 

5. Sufficient copies shall be submitted to the Secretary- 
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Treasurer of this Board to permit distribution of the thesis to 
the members of the Examination Committee. 

i. Training 

A period of not less than 3 years of special training relat- 
ed to the specialty shall be required, after the required 1 year 
of internship or its equivalent, but need not immediately follow 
the internship, nor run 3 years consecutively. In the case of 
applicants who graduated prior to 1946, this Board may modify 
the requirements of 3 years’ special training by allowing a credit 
of 1 year of special training for each 5 years of specialty prac- 
tice for a total credit of not to exceed 2 years of the require- 
ment, but in no case may such an applicant graduated prior to 
1946 be accepted for examination without at least 1 year of 
special training. 

This training shall include: 

1. Advanced study in the sciences: Anatomy, physics, 
physiology, biochemistry, pathology, pharmacology, and such 
other basic sciences as may be required by this Board. 

2. Active experience in the diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the specialty. 

3. The clinical aspects of physical medicine: 

a. Thermotherapy 

Clinical applications of heat and cold, both local and 
general. 

b. Hydrotherapy 

Methods of employing hydrotherapeutic devices and 
procedures. 

c. Electrotherapy 

Clinical, diagnostic, and therapeutic uses of the con- 
stant current, interrupted current, sinusoidal current, and high 
frequency current. 

d. Radiation therapy 

Diagnostic and therapeutic uses of ultra-violet and 
infra-red radiation. (Therapeutic applications of roentgen rays 
and atomic radiation are not included in the field of physical 
medicine and rehabilitation.) 

e. Kinesitherapy 
Clinical uses in diagnosis and treatment by exercise. 
f. Occupational therapy 

Indications for and clinical applications of the var- 

ious types. 
g. Rehabilitation 

The diagnostic and therapeutic use of convalescent 
reconditioning and rehabilitation of the seriously disabled person. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of several types mentioned 
above, as determined by this Board. 

It shall be this Board’s duty to assist applicants in deter- 
mining a suitable program of special training, but it is not this 
Board’s function to supply the training. 

This Board will recognize as proper institutions for secur- 
ing this training those institutions which are approved for spe- 
cial training by the approving agencies of the American Osteo- 
pathic Association, and such others as this Board may determine 
to possess facilities and personnel adequate to provide proper 
training. 

j. Modification of Requirements 

In the case of any applicant who was engaged in the prac- 
tice of his specialty by 1939 or prior thereto, and who grad- 
uated prior to 1936, and who meets the general requirements 
stated in Article IV, Section 1, (a), (b), (c), (d), and (e) of 
the Bylaws of this Board, and has maintained appropriate ac- 
tivity in American Osteopathic Association organizational work, 
specialty societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional literature or 
otherwise has indicated his consistent interest and competence in 
his specialty field, the requirements of Article IV, Section 1, 
paragraphs (f) and (h) of the Bylaws of this Board may be 
waived and he may be recommended for certification after pass- 
ing an appropriate oral and/or clinical examination. The final 
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date for accepting applications under this classification shall be 
May 1, 1961. 

k. Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty, and the possession of sound 
judgment and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the specialty. 
Oral, written, and clinical examinations shall be conducted and 
required in the case of each applicant. This Board may conduct 
the oral and written examinations at the end of the required 3 
years of special training, but shall not conduct the practical or 
clinical examination until the required 2 years of specialty prac- 
tice have been completed. The members of this Board shall 
personally review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations may be 
delegated to committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description of the 
method of conducting the examination shall be formulated in 
this Board’s Regulations and Requirements, and provision for 
re-examination shall be made. 


AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 


Carl S. Stillman, Jr., Chairman, San Diego, California 
George R. Norton, Vice Chairman, Fort Lauderdale, Florida 
Lester I. Tavel, Houston, Texas 

John W. Orman, Tulsa, Oklahoma 

Carlton M. Noll, Secretary-Treasurer, Evergreen, Colorado 


DEFINITION OF SPECIALTY PRACTICE . 

For the purpose of clarification the following division of 
specialty practice is defined: 

a. The practice of proctology shall consist of and include 
the treatment of diseases and conditions originating within or 
affecting the anus, rectum, perianal and perirectal areas, and 
related or complicating conditions not including the use of ma- 
jor surgery. 


REQUIREMENTS FOR CERTIFICATION 

To be eligible to receive a certificate of specialization from 
the American Osteopathic Board of Proctology, the applicant 
must meet all of the following minimum requirements except 
as provided in Article IV, Section 2, of the Bylaws of the 
American Osteopathic Board of Proctology. 

a. He must have been graduated from an approved osteo- 
pathic college at least 5 years prior to application. 

b. He must be licensed to practice in the state or territory 
where he conducts his specialty practice. 

c. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to application for examination by this Board. 

d. He must have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by the 
American Osteopathic Association or other equivalent institu- 
tional training satisfactory to this Board. If graduated in 1942 
or prior thereto, the applicant must have had training of value 
equivalent to that of an acceptable internship as determined by 
this Board. 

e. He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele as 
an osteopathic physician who is specializing in the practice of 
proctology and shall publicize his osteopathic affiliation in an 
ethical manner. 

f. He must be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

g. A period of not less than 3 years of special training re- 
lated to the specialty shall be required, after the required 1 year 
of internship, or its equivalent, but not necessarily immediately 
following the internship nor running 3 consecutive years, except 
that in the case of applicants who graduated prior to 1946, the 
Board may allow the requirement of 3 years of special training 
by allowing a credit of 1 year of special training for each 5 
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years of specialty practice for a total credit of not to exceed 2 
years of the requirement, but in no case may an applicant grad- 
uated prior to 1946 be accepted for examination without at 
least 1 year of special training as defined. This training shall 
include : 

(i) Advanced study in the sciences: Anatomy, physiology, 
biochemistry, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and comprehensive under- 
standing of the prevention, diagnosis, therapy, and management 
of the disorders involved in the specialty. 

The minimum requirement in the basic sciences shall be 100 
clock hours subdivided as follows: 

Anatomy 10 hours; physiology 10 hours; biochemistry 10 
hours; pathology 10 hours; pharmacology 10 hours; bacteri- 
ology and parasitology 10 hours. 

The balance of 40 hours shall include such other basic 
sciences as this Board may require from time to time. 

(ii) Active experience in diagnosis and treatment in such 
amount and diversity that it will assure adequate training in 
the specialty. 

h.. He must practice as a specialist in his field for a period 
of at least 2 years subsequent to the minimum 3 years of special 
training. 

i. Training Requirements : 

(1) Active experience in the diagnosis and treatment in 
such amount and diversity that it will assure adequate training 
in the specialty. The special training may be provided in col- 
leges, laboratories, clinics, hospitals, or other facilities satisfac- 
tory to this Board, or by serving an acceptable assistantship to 
or studying under the preceptorship of a qualified specialist in 
this field, supplemented by prescribed study conforming to a 
plan approved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of several types mentioned 
above, as determined by this Board. It shall be this Board’s 
duty to assist applicants in determining a suitable program of 
special training, but it is not this Board’s function to supply the 
training. This Board will recognize as proper institutions for 
securing this training those institutions which are approved for 
special training by the approving agencies of the American Os- 
teopathic Association, together with such others as this Board 
may determine to possess facilities and personnel adequate to 
provide proper training. 

j. Following satisfactory compliance with the prescribed re- 
quirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty, and the possession of sound 
judgment and a high degree of skill in the diagnostic and thera- 
peutic procedures involved in the practice of the specialty. Oral, 
written, and clinical examinations shall be conducted and re- 
quired in the case of each applicant. This Board of specialty 
certification may conduct its oral and written examinations at 
the end of the required 3 years of special training, but shall not 
conduct the practical or clinical examination until the required 
2 years of specialty practice have been completed. The mem- 
bers of this Board shall personally review, if not perform, the 
grading of each written examination. The conduct of the clini- 
cal examinations may be delegated to committees of not fewer 
than two individuals maturely qualified in the specialty. 


k. In the case of any applicant who has engaged in the 
practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments stated in Section 1, (a), (b), (c), (d), and (e) of the 
Bylaws of this Board, and has maintained appropriate activity 
in American Osteopathic Association organizational work, spe- 
cialty societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional literature, or 
otherwise has indicated his consistent interest and competence 
in his specialty, the requirements of Artcile IV, paragraphs (f) 
and (h) of the Bylaws of this Board may be waived and he 
may be recommended for certification after passing an appro- 
priate oral and/or clinical examination. The final date for ac- 
cepting applications under this classification shall be May 1, 
1961. 

1. Affidavit : 


The applicant shall file with the Secretary-Treasurer of 
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this Board an affidavit in duplicate stating the percentage of his 
practice that was proctologic in character during the preceding 
12-month period, based on the number of patients seen. An ap- 
plicant must have a minimum of 75 per cent proctologic special- 
ty practice to be eligible for examination. 

m. Case Records: 

The applicant must file with the Secretary-Treasurer of this 
Board true and authentic copies of 200 case records of proc- 
tologic cases he has cared for within the 4-year interval preced- 
ing the filing of his application. The applicant must file an 
affidavit in duplicate certifying that the records are exact copies 
of true and authentic records in his files and that he personally 
cared for the cases represented. The case records and affidavit 
must reach the Secretary-Treasurer of this Board not later 
than April 15th for the applicant to be eligible for examination 
at the following annual meeting of this Board. All records be- 
come the property of this Board and are not returnable to the 
applicant. 

n. Scientific Article: 

The applicant must file with the Secretary-Treasurer of this 
Board by April 15th of the year he desires examination, a 1,000- 
word article on a proctologic subject of his choosing or at the 
dictates of this Board. This Board may accept a previously 
published article on a proctologic subject. Grading of this sci- 
entific article will be based on English composition and neatness 
as well as upon the subject matter. Scientific articles must fol- 
low the standard in common use for composition in such articles. 


AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY 


Paul T. Lloyd, Chairman, Philadelphia, Pennsylvania 
Theodore C. Hobbs, Vice Chairman, Columbus, Ohio 
George W. Rea, Kirksville, Missouri 

Charles J. Karibo, Detroit, Michigan 

Kenneth L. Wheeler, Philadelphia, Pennsylvania 

John W. Tedrick, Denver, Colorado 

Hervey S. Scott, Kansas City, Missouri 

James N. Fox, Dayton, Ohio 

1D. W. Hendrickson, Secretary-Treasurer, Wichita, Kansas 


DEFINITION OF SPECIALTY PRACTICE 

For the purposes of clarification the following definitions 
of the divisions of the special fields in radiology are given: 

a. The practice of diagnostic roentgenology shall consist of 
and be confined to the performance and interpretation of diag- 
nostic roentgenological procedures. 

b. The practice of roentgenology shall consist of and be 
limited to the performance and interpretation of diagnostic 
roentgenological procedures and the use of roentgen rays in 
therapy. 

c. The practice of radiation therapy shall consist of treat- 
ment of human disease by the use of roentgen rays, radium, 
and artificial radioactive substances. 

d. The practice of radiology shall consist of and include 
the performance and interpretation of diagnostic roentgenolog- 
ical procedures and the diagnosis and treatment of human dis- 
ease by the use of roentgen rays, radium, and artificial radio- 
active substances. 


REQUIREMENTS FOR CERTIFICATION 

The American Osteopathic Board of Radiology will accept 
for certification only osteopathic physicians who are specializing 
in one of the divisions of radiology coming under the jurisdic- 
tion of this Board. The proportion of specialization in practice 
which is acceptable to the Board may vary according to the 
size of the community and the conditions under which the appli- 
cant practices. The applicant must be engaged in the practice of 
one of the divisions of radiology coming under the jurisdiction 
of this Board, i.e. diagnostic roentgenology, roentgenology, 
radiology, or radiation therapy, and he must present evidence 
satisfactory to the Board that he is so practicing. 

Each applicant for certification under this Board must pre- 
sent evidence that he has met the following minimum require- 
ments : 

1. He shall have been graduated from an approved osteo- 
pathic college at least 5 years prior to consideration of his ap- 
plication by this Board. 
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2. He must have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at.least 3 years immediately 
prior to making application for examination by this Board. 

3. He shall be, and if certified continue to be, favorably 
known and recognized in his community and by his clientele as 
an osteopathic physician who is specializing in the practice of 
one of the divisions of radiology coming under the jurisdiction 
of this Board and shall publicize his osteopathic affiliations in 
an ethical manner. 

4. He must have satisfactorily completed an internship of 
at least 1 year in a hospital approved for intern training by the 
American Osteopathic Association or satisfactory to this Board. 
If graduated in 1942 or prior thereto, the applicant must have 
had training of value equivalent to that of an acceptable intern- 
ship as determined by this Board. The intern year of 9 months 
as prescribed by the Selective Service Board during World 
War II shall be acceptable as fulfilling this requirement. 

5. He must be licensed to practice in the state or territory 
where he conducts his specialty practice. 

6. He must be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

7. He shall provide documentary evidence of at least 3 
years of special training related to the specialty for which he is 
seeking certification, after the required 1 year of internship, or 
its equivalent, but not necessarily running 3 consecutive years. 
This Board may modify the requirement of 3 years’ special 
training by allowing a credit of 1 year of special training for 
each 5 years of specialty practice for a total credit not to exceed 
2 years of the requirement, for physicians who graduated prior 
to 1946, but in no case may such applicant be accepted for ex- 
amination without at least 1 year of special training as defined. 
This training shall include: 

(a) Advanced study in the sciences: Anatomy, physiol- 
ogy, biochemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and comprehensive 
understanding of the prevention, diagnosis, therapy, and man- 
agement of the disorders involved in the specialty. 

(b) Active experience in such amount and diversity 
that it will assure adequate training in the specialty. 

The special training may be provided in colleges, labora- 
tories, clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or studying 
under the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan ap- 
proved by this Board. 

The minimum 3-year period of special training may be 
made up of varying combinations of the several types men- 
tioned above, as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a suitable pro- 
gram of special training, but it is not this Board’s function to 
supply the training. This Board will recognize as proper insti- 
tutions for securing this training those institutions which are 
approved for special training by the approving agencies of the 
American Osteopathic Association, together with such others 
as this Board may determine to possess facilities and personnel 
adequate to provide proper training. 

8. In addition to completing the required special training, 
the applicant shall have engaged in specialty practice in his field 
for not less than 2 years before admission to examination. 


9. Following satisfactory compliance with the prescribed 
requirements as to special training and specialty practice, the 
applicant shall be required to pass appropriate examinations 
planned to evaluate his understanding of the scientific bases of 
the problems involved in the specialty, his familiarity with the 
current advances in the specialty, and the possession of sound 
judgment and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the specialty. 
Oral, written, and clinical examinations shall be conducted and 
required in the case of each applicant. This Board may conduct 
the oral and written examinations at the end of the required 3 
years of special training, but shall not conduct the practical or 
clinical examination until the required 2 years of specialty prac- 
tice have been completed. The members of this Board shall 
personally review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations may be 
delegated to committees of not fewer than two individuals ma- 
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turely qualified in the specialty. A full description of the 
method of conducting the examination shall be formulated in 
this Board’s Regulations and Requirements, and provision for 
re-examination shall be made. 

10. In the case of any applicant who was engaged in the 
practice of his specialty by 1939, or prior thereto, and who 
graduated prior to 1936, and who meets the general require- 
ments as stated above, and has maintained appropriate activity 
in American Osteopathic Association organizational work, spe- 
cialty societies, hospital staff work, the pursuit of periodic post- 
graduate work, contributions to professional literature, or 
otherwise has indicated his consistent interest and competence 
in his specialty, the requirements of Article IV, Section 1, 
paragraphs (f) and (h) of the Bylaws may be waived and he 
may be recommended for certification after passing appropri- 
ate oral and/or written clinical examinations. The final date 
for accepting applications under this classification shall be May 
1, 1961. 

11. Applicants for certification in any of the divisions of 
radiology shall prepare a thesis upon some phase of radiology 
as a part of the written examination for certification. 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 


James M. Eaton, Chairman, Philadelphia, Pennsylvania 

Ernest G. Bashor, Vice Chairman, Los Angeles, California 

Don E. Ranney, Grosse Pointe Woods, Michigan 

Robert F. McBratney, Los Angeles, California 

K. George Tomajan, Boston, Massachusetts 

Paul R. Koogler, Battle Creek, Michigan 

Arthur M. Flack, Jr., Philadelphia, Pennsylvania 

Howard A. Graney, Des Moines, Iowa 

Charles L. Ballinger, Secretary-Treasurer, Toledo, Ohio 

Mrs. E. F. Martin, Corresponding Secretary, Coral Gables, 
Florida 


DEFINITION OF SPECIALTY PRACTICE 

For the purpose of clarification the following divisions of 
specialty practice coming under the jurisdiction of the Ameri- 
can Osteopathic Board of Surgery are defined. 

1. The practice of surgery shall consist of and include that 
branch of medical science, art, and practice which is concerned 
with the correction of deformities and defects, the repair of in- 
juries, the diagnosis and care of disease, the relief of suffering, 
and the prolongation of life by manual and instrumental means. 

2. The practice of gynecological surgery shall consist of 
and include that branch of medical science, art, and practice 
which is concerned with major operative procedures upon the 
female generative system or structures related thereto within 
the lower abdomen and pelvis, and major plastic procedures 
upon the vaginal tract by manual and instrumental means. 

3. The practice of neurosurgery shall consist of and in- 
clude that branch of medical science, art, and practice which is 
concerned with the correction of deformities and defects, the 
repair of injuries, and the diagnosis and care of diseases of the 
nervous system by manual and instrumental means. 

4. The practice of orthopedic surgery shall consist of and 
include that branch of medical science, art, and practice which 
is concerned with the correction of deformities and defects of 
the bony skeleton and associated structures, the repair of in- 
juries to the bones and joints, and the diagnosis and care of 
diseases of the bones and joints by manual and instrumental 
means. 

5. The practice of peripheral vascular surgery shall con- 
sist of and include that branch of medical science, art, and 
practice which is concerned with the correction of deformities 
and defects of the peripheral vessels, the repair of injuries to 
the peripheral vessels, and the diagnosis and care of peripheral 
vascular diseases by manual and instrumental means. 

6. The practice of plastic surgery shall consist of and in- 
clude that branch of medical science, art, and practice which is 
concerned with the repair of injuries and the correction of de- 
fects and deformities to the integument, muscles, and the bony 
skeleton and associated structures of the body by manual and 
instrumental means. 

7. The practice of urological surgery shall consist of and 
include that branch of medical science, art, and practice which 
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is concerned with the correction of deformities and defects, the 
repair of injuries, and the diagnosis and care of diseases of the 
urogenital organs by manual and instrumental means. 


BASIC REQUIREMENTS FOR CERTIFICATION 

The American Osteopathic Board of Surgery shall accept 
for examination for certification only osteopathic physicians 
who are specializing in one of the specialty fields coming under 
the jurisdiction of this Board. The proportion of specialization 
in practice which is acceptable to this Board may vary accord- 
ing to the size of the community and the conditions under 
which the applicant practices. 

The applicant must be engaged in the practice of surgery 
or one of the specialty fields coming under the jurisdiction of 
this Board, i.e., neurosurgery, gynecological surgery, orthopedic 
surgery, peripheral vascular surgery, plastic surgery, urological 
surgery, or anesthesiology and he must present evidence to 
this Board that he is so practicing. 

It shall be the policy of the American Osteopathic Board 
of Surgery to require each applicant to submit a list of his 
surgical operative procedures (or anesthetic procedures) for 
the 12-month period immediately prior to making application, 
naming the type of operation, the hospital in which the opera- 
tion was performed, the patient’s initials, the hospital case num- 
ber, the pathologist’s report, and the case termination. 

This list shall be certified by the administrator of the hos- 
pital in which the surgeries were performed and shall be accom- 
panied by a supplementary list in which the operative procedures 
for the year are broken down into segregated totals indicating 
the number of each type of operative procedure performed by 
the applicant during the 12-month period. The totals of both 
lists must agree. 

It shall be the policy of this Board to require the Creden- 
tials Committee to carefully scrutinize the scope of surgical or 
anesthetic practice represented in each applicant’s report. Unless 
an applicant presents evidence that the scope of his specialty 
practice is sufficiently varied and of a major character (as 
shown by his hospital records) the Credentials Committee shall 
not recommend him for examination without an examination by 
one or more certified specialists not located in the applicant's 
immediate vicinity who have been appointed by this Board for 
the purpose of determining the applicant’s qualifications. 

It shall be the policy of this Board to admit to examination 
only those surgeons or anesthetists who qualify as recognized 
specialists in their respective fields in the community in which 
they conduct their specialty practice. 

Each applicant for examination for certification in surgery 
or one of the surgical specialty fields coming under the juris- 
diction of the American Osteopathic Board of Surgery must 
present evidence that he has met the following minimum re- 
quirements : 

1. He shall have graduated from an approved osteopathic 
college at least 7 years prior to consideration of his application 
by this Board. 

2. He shall be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. He shall have been a member in good standing of the 
American Osteopathic Association and of his state or divisional 
society for a continuous period of at least 3 years immediately 
prior to making application for examination by this Board. 

4. He shall be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteopathic physi- 
cian who is specializing in the practice of surgery or a surgical 
specialty coming under the jurisdiction of this Board and shall 
publicize his osteopathic affiliations in an ethical manner. 

5. He shall be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American Osteo- 
pathic Association. 

6. He shall have had an internship of at least 1 year in a 
hospital acceptable to this Board. The intern year of 9 months 
as prescribed by the Selective Service Board during World 
War II shall be acceptable. For physicians who graduated in 
1942 or prior thereto this Board may accept other qualifications 
in lieu of internship where the applicant’s surgical experience 
and ability are beyond question. 

7. He shall provide notarized documentary evidence of a 
minimum of 3 years of formal training subsequent to his in- 
ternship. This formal training program must be acceptable to 
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this Board and made up, either in whole or in part, of (a) an 
approved surgical residency ; (b) approved preceptorship train- 
ing programs which commenced after January 1, 1951, shall 
consist of 3 years for full-time training programs or 5 years 
for part-time training programs; (c) approved postgraduate 
work in surgery or the surgical sciences in a program accept- 
able to this Board. Not more than 1 year’s credit shall be given 
for postgraduate work in approved graduate school programs. 

During the period of his formal training, he shall have 
assisted in the performance of not less than 400 major surgical 
operations. By “first assistant” is mean one who, in addition 
to acting as first assistant at the operating table, has participat- 
ed actively in the preoperative diagnostic procedures and post- 
operative care. 

In qualifying for examination for certification only one 
credit for first assistantship is allowable for each case done by 
the surgeon regardless of the number of assistants working at 
the table. 

8. He shall provide evidence to this Board that he has re- 
ceived satisfactory postgraduate training in the surgical sci- 
ences, including anatomy, physiology, biochemistry, pathology, 
and pharmacology. 

The applicant who began a specialty training program after 
January 1, 1951, and who has pursued a training program other 
than a residency approved by the Board of Trustees of the 
American Osteopathic Association, shall provide evidence to this 
Board that he has received satisfactory postgraduate training in 
the surgical sciences, including anatomy, physiology, biochemis- 
try, pathology, pharmacology, and such other basic sciences as 
are necessary to a mature and comprehensive understanding of 
the prevention, diagnosis, therapy, and management of the dis- 
orders involved in the specialty. 

A minimum of 100 clock hours shall be required in the 
basic science training program, subdivided as follows: 

a. A minimum of 10 clock hours each in the following 
subjects: anatomy, physiology, biochemistry, pathology, and 
pharmacology. 

b. The remainder of the minimum required hours may be 
taken in any of the subjects mentioned or in other basic sci- 
ences related to the specialty. 

Those applicants who qualify must submit acceptable docu- 
mentary evidence, which may be further investigated at the 
discretion of this Board, of having pursued this advanced train- 
ing in colleges, laboratories, clinics, hospitals, or other facilities 
satisfactory to this Board. . 

9. He must practice as a specialist in his field for a period 
of at least 2 years subsequent to the completion of the required 
minimum of 3 years of special training prior to being exam- 
ined. He shall provide notarized documentary evidence that he 
has performed a minimum of 200 major surgical operations 
upon his own responsibility subsequent to the completion of the 
minimum required period of formal training. 

An applicant’s scope of surgical practice must be such that 
his records will show that he had handled and is capable of han- 
dling (as shown by his morbidity, mortality, and end results) 
major surgical procedures in his respective specialty field. In 
surgery this would include such procedures as thyroidectomies, 
gastrectomies, excision of the colon, etc. An applicant whose 
hospital records show that he has never performed what are 
commonly referred to as heavy surgical procedures on his own 
responsibility would not be eligible for admission to examina- 
tion. 

10. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 

11. He shall present detailed case records, acceptable to 
this Board, of 25 major surgical procedures in which he was 
the responsible surgeon and handled by him as a surgical prob- 
lem within the past 3 years. These records shall include history, 
physical examination, routine and special laboratory examina- 
tions, preoperative diagnosis, detailed findings, detailed opera- 
tive procedure, postoperative diagnosis, progress notes, gross 
and histological description and diagnosis of the excised tissue, 
and case summary. 

12. In the case of any applicant who was engaged in the 
practice of surgery (or one of the specialty fields of surgery 
coming under the jurisdiction of this Board) by 1939, or prior 
thereto, and who graduated prior to 1936, and who meets the 
general requirements stated in Article IV, Section 1, (a), (b), 
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(c), (d), and (e) of the Bylaws, and who has maintained 
appropriate activity in American Osteopathic Association or- 
ganizational work, specialty societies, hospital staff work, the 
pursuit of periodic postgraduate work, contributions to profes- 
sional literature, or otherwise has indicated his consistent inter- 
est and competence in his specialty field, the requirements of 
Article IV, Section 1, (f) and (h) of the Bylaws may be 
waived and the applicant may be recommended for certification 
after passing an appropriate oral and/or clinical examination. 
The final date for accepting applications under this classifica- 
tion shall be May 1, 1961. 


NEUROSURGERY 

Each applicant for examination for certification in neuro- 
surgery must present evidence that he has met the minimum 
basic requirements. 

1. Under requirement No. 7 he shall have assisted in the 
performance of not less than 400 major surgical operations, 200 
of which must be of a major neurosurgical nature. 

2. Under requirement No. 9, he shall have performed a 
minimum of 200 major surgical operations in which he was the 
responsible surgeon, 100 of which must be of a major neuro- 
surgical nature. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major neurosurgical procedures. 

4. He shall demonstrate his fitness to take the examination 
in any other manner required by this Board. 

5. If this Board approves his application as to qualifica- 
tions for examination in neurosurgery, the Secretary-Treasurer 
shall request the American Osteopathic Board of Neurology 
and Psychiatry to consider the application and, if acceptable, 
to examine the applicant in neurology. 

6. If the applicant is successful before the American Os- 
teopathic Board of Neurology and Psychiatry, the American 
Osteopathic Board of Surgery shall be so informed and shall, 
in turn, examine the applicant in neurosurgery. 

7. If the applicant is successful in the examination before 
the American Osteopathic Board of Surgery, this Board shall 
make recommendation for certification to the Advisory Board 
for Osteopathic Specialists according to the regular procedure. 

8. Upon final approval by the Board of Trustees of the 
American Osteopathic Association, a special certificate shall be 
issued in neurosurgery by this Board, signed by the Chairman 
and Secretary-Treasurer of the American Osteopathic Board 
of Neurology and Psychiatry, in addition to the officers of the 
American Osteopathic Board of Surgery and the Executive 
Secretary of the American Osteopathic Association. 


GYNECOLOGICAL SURGERY 
Each applicant for examination for certification in gyne- 
cological surgery must present evidence that he has met the 
minimum basic requirements. 

a) Under requirement No. 7, he shall have assisted in the 
performance of not less than 400 major surgical operations, 200 
of which must be of a major gynecological nature. Not more 
than 25 per cent of any one surgical procedure shall be per- 
mitted for accreditation towards the required number of opera- 
tive assistantships. 

b) Under requirement No. 9, he shall have performed a 
minimum of 200 major surgical operations in which he was the 
responsible surgeon, 100 of which must be of a major gynecol- 
ogical nature. Not more than 25 per cent of any one surgical 
procedure shall be permitted for accreditation towards the re- 
quired number of operative procedures performed on his own 
responsibility. 

c) Under requirement No. 11, the case records presented 
shall consist of 25 major gynecological procedures. 

d) He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 


ORTHOPEDIC SURGERY 
Each applicant for examination for certification in ortho- 
pedic surgery must present evidence that he had met the mini- 
mum basic requirements. 
1. Under requirement No. 7, he shall have assisted in the 
performance of not less than 400 major surgical operations, 200 
of which must be of a major orthopedic nature. 
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2. Under requirement No. 9, he shall have performed a 
minimum of 200 major surgical operations in which he was 
the responsible surgeon, 109 of which must be of a major 
orthopedic nature. 

3. Under requirement No. 11, the case records presented 
shall consist of 25 major orthopedic procedures. 

4. He shall demonstrate his fitness to take the examination 
in any other manner required by this Board. 


PERIPHERAL VASCULAR SURGERY 

Each applicant for examination for certification in pe- 
ripheral vascular surgery must present evidence that he has 
met the minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted in the 
performance of not less than 400 major surgical operations, 
200 of which must be of a major peripheral vascular nature. 

2. Under requirement ‘No. 9, he shall have performed a 
minimum of 200 major surgical operations in which he was 
the responsible surgeon, 100 of which must be of a major plas- 
tic surgical nature. 


3. Under requirement No. 11, the case records presented 
shall consist of 25 major plastic surgical procedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 


PLASTIC SURGERY 
Each applicant for examination for certification in plastic 
surgery must present evidence that he has met the minimum 
basic requirements. 


1. Under requirement No. 7, he shall have completed a 
minimum of 2 years of approved formal surgical training 
either in an approved residency or an approved full-time pre- 
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(Continued from page 408) 


&® THE YEAR BOOK OF CANCER (1956-1957 Year Book Series). 
Compiled and Edited By Randolph Lee Clark, Jr., B.S., M.D., M.Sc. 
(Surgery), D.Sc. (Hon.), Houston, Texas; Director and Surgeon-in- 
Chief, The University of Texas M.D. Anderson Hospital and Tumor 
Institute; Professor of Surgery, The University of Texas Postgraduate 
School of Medicine; Clinical Professor of Surgery, Baylor University 
College of Medicine; Fellow, American College of Surgeons; and Russell 
W. Cumley, B.A., M.A., Ph.D., Houston, Texas; Director of Publica- 
tions, the University of Texas M.D. Anderson Hospital and Tumor 
Institute; Professor of Medical Journalism, The University of Texas 
Postgraduate School of Medicine. Cloth. Pp. 572, with illustrations. 
Price $7.50. Year Book Publishers, 200 E. Illinois St., Chicago, 1957. 


A significant addition to the Year Book series is this new 
annual on the subject of cancer. Because it would be impos- 
sible for the practicing physician to read even a sizable fraction 
of the current literature on the subject, this digest of current 
information should prove a most important aid to him. 

Because so many specialties are involved in the diagnosis 
and treatment of cancer, a massive editorial board was em- 
ployed to represent all the specialties and to choose the most 
significant from among 4,000 articles in some 500 medical 
journals. The physician-editors did their own abstracts, further 
insuring that the information chosen would be important and 
clinically usable. 


& INTRODUCTION TO CLINICAL ENDOCRINOLOGY. By A. 
Stuart Mason, M.A., M.D., B.Ch. (Cantab.), M.R.C.S. (Eng.), 
M.R.C.P. (Lond.), Senior Lecturer, Medical Unit, The London Hospi- 
tal; Consultant Physician, Department of Endocrinology, New End 
Hospital, Hampstead; Physician in Charge, Diabetic and Endocrine 
Unit, Oldchurch Hospital, Romford, Essex. Cloth. Pp. 192. Price 
$4.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


This concise but adequate book presents an introduction 
to diseases of the endocrine glands. It is meant primarily for 
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ceptorship training program followed by 1 or more years of 
acceptable training in the specialty field of plastic surgery. He 
shall have assisted in the performance of not less than 400 
major surgical cperations, 200 of which must be of a major 
plastic surgical nature. 

2. Under requirement No. 9, he shail have performed a 
minimum of 200 major surgical operations in which he was the 
responsible surgeon, 100 of which must he of a major pe- 
ripheral vascular nature. 

3. Under requirement No. 11, the case records presented 
shall consist of .25 major peripheral vascular surgical pro- 
cedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 

5. A physician certified in surgery who desires to have his 
certification changed from surgery to plastic surgery shall be 
required to follow the prescribed procedure. 


UROLOGICAL SURGERY 

Each applicant for examination for certification in uro- 
logical surgery must present evidence that he has met the mini- 
mum basic requirements. 

1. Under requirement No. 7, he shall have assisted in the 
performance of not less than 400 major surgical operations, 
200 of which must be of a major urological nature. 

2. Under requirement No. 9, he shall have performed a 
minimum of 200 major surgical operations in which he was 
the responsible surgeon, 100 of which must be of a major 
urological nature. 

3. Under requirement No. 11, the case records shall con- 
sist of 25 major urological procedures. 

4. He shall demonstrate his fitness to take the examina- 
tion in any other manner required by this Board. 


senior medical students and newly established physicians, but 
may be read with profit by any doctor. 

After an excellent introduction to the general principles of 
the subject the author devotes a chapter to each gland. The 
material covers its anatomy, its hormone or hormones, their 
action, and disorders that result from dysfunction, together 
with causes, diagnosis, and treatment of the diseases. 

Since the work pertains to clinical application, it omits 
such points as endocrine disorders other than of function, any- 
thing like a full discussion of differing views, and references 
to the literature—all of which may be found in textbooks on 
the subject. A short reading list is appended. 


Aside from drawings of the chemical structure of the hor- 
mones, there are no illustrations. The author deliberately chose 
not to show the dramatic end products of endocrine dysfunc- 
tion, believing that it might create in the young physician a 
visual bias against diagnosis from lesser signs and symptoms. 


® TUBERCULOSIS: Every Physician’s Problem. By J. Arthur 
Myers, M.D., Professor of Internal Medicine and Public Health, Medi- 
cal and Graduate Schools, University of Minnesota, Minneapolis, Minne- 
sota. Cloth. Pp. 290, with illustrations. Price $7.50. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


Although great advances have been made in the control 
of tuberculosis, it still ranks eighth among the nation’s leading 
killers. Because it affects people of all ages and stations and 
because many apparently healthy people are its carriers, every 
physician should make himself intensely aware of its compon- 
ents. 

This small volume offers a comprehensive survey of the 
various aspects of tuberculosis, beginning with a history of its 
existence, which is followed by a detailed description of the 
tubercle bacillus and separate sections on the diagnosis, treat- 
ment, and prevention of clinical tuberculosis. Perhaps the most 
significant part is that entitled “Control to Eradication” in 
which progress in the methods of tuberculosis prevention and 
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detection is reviewed. Here anachronistic theories are brought 
to light and the role of the individual physician is pointed out. 
This part includes statistics from national surveys and sugges- 
tions for more improvement in the future. 

Dr. Myers has done an outstanding job of writing about 
this subject in an interesting manner. His lucid style helps the 
reader to grasp the information easily and yet the material is 
covered accurately and completely. It is a book well worth 


reading. 


p» MOVEMENT OF HEART AND BLOOD IN ANIMALS. An 
Anatomical Essay. By William Harvey. Translated from the original 
Latin by Kenneth J. Franklin and now published for The Royal College 
of Physicians of London. Cloth. Pp. 209. Price $3.50. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


The physician who has a lively interest in medical history 
and who wishes to obtain his information from original sources 
rather than papaphrased digests of important works will wel- 
come this edition of William Harvey’s famous essay. Both 
the Latin text and its new English translation are included. 
The book is fine in every respect, and is a significant publication 
for a thoughtful audience. 


® HEADACHE. Diagnosis and Treatment. By Robert E. Ryan, B.S., 
M.D., M.S., (in Otolaryngology), F.A.C.S., Department of Otolaryn- 
gology, St. Louis University School of Medicine; Associate Otolaryngol- 
ogist, St. John’s Hospital; Assistant Otolaryngologist, St. Louis Univer- 
sity Group of Hospitals, St. Louis, Mo.; Diplomate, American Board 
of Otolaryngology; Fellow of American Academy of Ophthalmology 
and Otolaryngology; Former Fellow of Mayo Clinic, Rochester, Minn. 
Ed. 2. Cloth. Pp. 421, with illustrations. Price $6.75. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1957. 


Believing that headache is too often “made light of” by 
the physician, the author has separated its causes into fifty-six 
incontrovertible categories with pathology, symptomatology, 
diagnosis, and treatment of each and, in most instances, an illus- 
trative case report. 

This second edition contains new chapters on histamine, 
tranquilizing drugs, facial neuralgia, and temporomandibular 
joint syndrome. 

Some physicians could profit greatly by Dr. Ryan’s pains- 
taking classification of types of headache according to physi- 
ologic causes. His treatment of the subject is most refreshing 
in this day of the cursory physical examination and the tendency 
to label migraine, tension, alcoholic, hypertensive, premenstrual, 
and allergic headaches as psychogenic and to fob off the prob- 
lem on a psychiatrist. 

“Which is not to say that the author is anti-psychiatry. 
He recommends it as ancillary treatment in several types of 
headache and freely admits its possible value by citing its 
successful use in cases other than his own. 

Since the ubiquitous headache may confront both general 
practitioners and specialists, the book is highly recommended 
to the entire profession. 


® MAY’S MANUAL OF THE DISEASES OF THE EYE. For 
Students and General Practitioners. Revised and Edited by Charles 
A. Perera, M.D., Associate Clinical Professor, College of Physicians 
and Surgeons, Columbia University, New York; Attending Ophthal- 
mologist, Presbyterian Hospital, New York; Consultant in Ophthalmol- 
ogy, Vassar Brothers Hospital, Poughkeepsie, New York. Ed. 22. 
Cloth. Pp. 518, with illustrations. Price $6.00. The Williams & Wil- 
kins Co., Mount Royal and Guilford Aves., Baltimore 2, 1957. 


The twenty-second edition of this familiar manual is as 
comprehensive as the preceding editions. It remains a thor- 
oughly useful and informative volume for both general prac- 
titioners and students. 

Revisions include the deletion of obsolete material and the 
addition of such subjects as the use of Diamox, the classifica- 
tion of primary glaucoma, and the use of adrenal corticos- 
teroids. The section dealing with estimation of loss of visual 
efficiency following eye injuries has been modernized. Many of 
the illustrations have been replaced with more up-to-date 
photographs and drawings. 
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The original fine qualities which made this book a favorite 
—clear writing, conciseness, accuracy—are retained. It is felt 
that this manual will continue to be of great service to the 
medical field. 


® PRACTICAL USE OF THE OFFICE LABORATORY AND 
X-RAY Including the Electrocardiograph. By Paul Williamson, M.D. 
Cloth. Pp. 323, with illustrations. Price $10.75. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1957. 


Many physicians are unaware of the potential usefulness 
of an office laboratory. Much information, valuable in quick, 
accurate diagnoses, is relatively easy to obtain by simple labora- 
tory procedures. 

Dr. Williamson’s coverage is not intended to emphasize 
the most advanced technics, nor does he ever imply that his 
opinions are infallible; he presents the methods and interpre- 
tations of laboratory: procedures that have been useful both 
in his own practice and in that of other doctors. 

Blood tests, urinalysis, and examination of sputum and 
vaginal discharges—all simple but extremely helpful laboratory 
procedures—are a few of these explained, as well as the office 
use of x-ray and the practicability of the electrocardiograph. 
An especially interesting chapter is that which describes the 
equipment and personnel necessary for a worth-while office 
laboratory. 

The hook is exceptionally well written and illustrated. It 
has much to offer a physician who is interested in improving 
his office practice. 


® THE MEDICAL INTERVIEW. A Study of Clinically Significant 
Interpersonal Reactions. By Ainslie Meares, M.B.B.S., B. Agr. Sc., 
D.P.M. Cloth. Pp. 117. Price $3.50. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1957. 


The medical interview is distinguished from history taking 
and the psychiatric interview in that it refers to discussion of 
a patient’s problem rather than physical symptoms, and is short- 
term rather than part of an extended therapy. The author has 
recorded his own technics for handling such an interview, along 
with his explanation of physician-patient interaction in this 
situation. 

The ideas expressed are quite basic, and somewhat repeti- 
tiously presented. There may well be new thoughts recorded as 
a result of the author’s experience, but the main value of the 
work is to call attention to the various factors involved in a 
patient interview, and perhaps systematize the physician’s think- 
ing on the subject. 


® AN INTRODUCTION TO ELECTROCARDIOGRAPHY. By L. 
Schamroth, M.B., B.Ch. (Rand), M.R.C.P.E., F.R.F.P.S., University of 
Witwatersrand and General Hospital, Johannesburg. Cloth. Pp. 60, with 
illustrations. Price $2.50. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1957. 


A book designed to help the beginner in understanding the 
complexities of electrocardiography is here presented. The 
author explains basic principles which underlie electrocardiog- 
raphy; myocardial death, injury, and ischemia; bundle branch 
block; ventricular hypertrophy; digitalis and potassium effect; 
and disorders of cardiac rhythm—all of these designed to give 
the student a basis for future, more specialized study. Nu- 
merous line drawings add to the lucidity of the text. 


® IT PAYS TO BE HEALTHY. A World-Renowned Physician Guides 
You to Success, Happiness, and Health in Your Work. By Robert Col- 
lier Page, M.D., F.A.C.P. Cloth. Pp. 285. Price $4.95. Prentice-Hall, 
70 Fifth Ave., New York 11, 1957. 


The many patients with psychogenic disorders that come 
to a physician’s attention may well cause him to wish for a book 
he can prescribe to these patients rather than spending time 
ferreting out and dealing with recurrent specific problems. The 
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author of this popular health book has endeavored to prepare 
an explanation of the most common of these problems, with 
suggestions for patient self analysis and self help. He writes 
from a background of industrial medical practice, and his sug- 
gestions are addressed primarily to the employed man or woman. 

Many phases of ordinary daily problems are discussed—job 
problems, hindrances to health in everyday life, tension head- 
aches, problem drinking, ulcers, obesity, functional disorders, 
and prepsychiatric states. There are also discussions designed 
to aid patients to understand how physicians work and what 
may be expected in medical care, and on various phases of re- 
tirement. 

This book may well fill a need in certain situations, but it 
would be strongly recommended that the physician read it care- 
fully enough that he can suggest it only to those patients who 
would not be offended or feel patronized by the particular 
approach. 


bm ABDOMINAL TOTAL HYSTERECTOMY: A New Technique. The 
Posterior Approach. By Frank Musgrove, M.D. (Lond.) M.R.C.O.G. 
(England), Consultant Gynaecologist to the North-East Metropolitan Re- 
gional Hospital Board, London; with a foreword by W. C. W. Nixon, 
M.D., F.R.C.S., F.R.C.0.G., Professor of Obstetrics and Gynaecology at 
the University of London. Cloth. Pp. 32, with illustrations. Price $2.25. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl., 
1957. 


Modifications of the standard operation for abdominal total 
hysterectomy are described. Illustrations for the step-by-step 
procedure were drawn during the actual operation. The new 
posterior approach is based on accurate understanding of struc- 
ture and function of the pelvis, and the modifications are stated 
to maintain anatomic normality as well as to add to safety of 
the operation. The main advantages of the new procedure are 
conservation of support of the vaginal vault, and ability to re- 
pair moderate degrees of rectocele and cystocele during per- 
formance of hysterectomy. Early exposure of bladder and 
ureters and their constant visualization throughout the operation 
make less fearful the possibility of their injury. 

The monograph closes with a brief report of the author’s 
results in 1,000 operations by his new technic. Aside from seven 
instances of vault granulations, there were no negative sequelae, 
such as pelvic peritonitis, fistulae, prolapses, or deaths. 


® OPERATIVE OBSTETRICS. By R. Gordon’ Douglas, Professor 
of Obstetrics and Gynecology, Cornell University Medical College; 
Obstetrician and Gynecologist-in-Chief, The New York Hospital; Direc- 
tor of the New York Lying-In Hospital; and William B. Stromme, 
Attending Obstetrician and Gynecologist, Northwestern Hospital and 
Fairview Hospital, Minneapolis; Formerly Instructor in Obstetrics and 
Gynecology, Cornell University Medical College; Assistant Attending 
Obstetrician and Gynecologist, The New York Hospital. Cloth. Pp. 
735, with illustrations. Price $20.00. Appleton-Century-Crofts, 35 W. 
32nd St., New York 1, 1957. 


This is the first book devoted exclusively to operative 
obstetrics that has been published in America since 1870. 

The authors do not believe that refinements and pitfalls of 
operative obstetrics can be adequately described and detailed 
in either a text or an atlas. Therefore, the book is neither, 
but its numerous step-by-step illustrations are so excellent that 
it comes close to fulfilling the purpose of both. The authors 
—one in hospital practice, the other practicing privately— 
consider that there is no double standard for the two types of 
practice. What is best for the patient is the same under both 
conditions. 

There is only brief discussion of obstetric complications, 
since these are better covered by general texts. Unrecommend- 
ed technics and outmoded operations are omitted. On the other 
hand, both text and illustrations present full explanation of 
operative obstetric procedures, and separate chapters are de- 
voted to the important components of anatomy, anesthesia, 
resuscitation of the newborn, preoperative and postoperative 
care, and various related surgical conditions that occur in 
pregnancy and the puerperium. 

Each chapter carries its own bibliography, the references 
current except for those of historic interest. 

The outstanding clarity of both text and _ illustrations 
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should make the book useful to students, residents, general 
practitioners, and specialists in the field of obstetrics and gyne- 
cology. 


® SCIENCE LOOKS AT SMOKING—A New Inquiry into the Ef. 
fects of Smoking on Your Health. By Eric Northrup. With introduction 
by Dr. Harry S. N. Greene, Chairman, Department of Pathology, Yale 
University. Cloth. Pp. 190. Price $3.00. Coward-McCann, Inc., 210 
Madison Avenue, New York 16, 1957. 


A gifted medical journalist with 15 years’ experience in 
writing for the lay reader has presented an unbiased investiga- 
tion of the possible connection between smoking and cancer of 
the lung. Many of the great names in medicine appear as the 
author thoroughly reviews the extensive pro and con profes- 
sional literature and makes an excellent appraisal of both lab- 
oratory studies and popular reports that have been thrown out 
prematurely to a frightened public. 

As befits the present state of uncertainty on the subject, 
the author avoids the dilemma by refusing to be stampeded into 
either statistical camp. He holds firmly to the solid clinical con- 
cept of individual predisposition, allergic sensitivity, and state 
of health, which admits of no generally applicable conclusions. 
He is to be congratulated on both his level-headedness and his 
lucid writing. 

Physicians can safely recommend the book to either the 
cancerphobic patient or the one who needs a final nudge to help 
him stop running what may be an unwarranted risk. 


Bm GYNECOLOGIC SURGERY AND UROLOGY. By Thomas L. 
Ball, M.D., Assistant Professor of Clinical Obstetrics and Gynecology, 
Cornell University Medical College; Associate Attending Obstetrician and 
Gynecologist, The New York Hospital, New York; With Foreword by 
Gordon Douglas, M.D., Professor of Obstetrics and Gynecology, Cornell 
University Medical College; Obstetrician and Gynecologist-in-Chief, The 
New York Hospital, New York. Cloth. Pp. 547, with illustrations. Price 
$20.00. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 
3, 1957. 


In his preface the author recommends to gynecologists the 
regional surgery concept which would extend the scope of their 
specialty to include proctologic and urologic procedures for 
complications that may arise during pelvic operations. He points 
out the advantages of having disorders of any of these areas 
under the management of one surgeon. 

The book is both a ready reference and an atlas of surgical 
operations on the female pelvis and lower urinary and intestinal 
tracts. Concise step-by-step text is clearly illustrated with pages 
of plates assigned to each surgical procedure. 

Chapters are arranged to emphasize the regional concept. 
A separate section on pediatric gynecologic surgery covers spe- 
cial problems of infants and children. 

Multiple approach to management of the patient with can- 
cer includes psychiatry, surgery, and use of radiation, isotopes, 
and chemotherapeutic agents. 

New concepts and technics introduced have been accepted 
at the New York Hospital-Cornell Medical Center as well as 
proved elsewhere. 


® FUNDAMENTALS OF HUMAN PHYSIOLOGY. For Students in 
the Medical Sciences. By W. B. Youmans, Ph.D., M.D., Professor of 
Physiology, University of Wisconsin. Cloth. Pp. 567, with illustrations. 
Price $8.50. Year Book Publishers, 200 E. Illinois St., Chicago, 1957. 


Only a thorough understanding of the basic physiologic 
principles will enable a student to comprehend more advanced 
work. Therefore, a textbook must be outstanding in the sim- 
plicity and accuracy of its technical explanations. 

Dr. Youmans has produced a book which not only possesses 
these qualities, but has other features which also help to make 
it an exceptionally fine educational tool. Illustrations—line draw- 
ings, photographs, and charts—are used frequently to demon- 
strate the principles discussed, and various type faces and sizes 
are used to indicate an outline for each chapter, a definite study 
aid. The table of contents and index are excellent. 


Journat A.O.A. 


Toujours 


VPvArmour 


Fine quality .. . always! Because only selected Armour cuts go into Gerber 
Strained Meats for Babies. Specially processed to free them of sinew and 
coarse connective tissue. Low fat value assures digestibility. All are pure 
meat, with just enough broth to enhance flavor and consistency. 7 tempting 


varieties for mealtime interest. Gerbers Strained Meats 
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HIGH SEDATION 


proved in 602 patients” 
92% EFFECTIVE 
e~ 99% FREE FROM DROWSINESS 


with Ayerst’s new 


GROUP ANTIHISTAMINE 


Brand of Isothipendy! hydrochloride 


% Presently Accepted Antihistamine Groups: GROUP 1—low potency/low seda- 
ai tion - GROUP 2— moderate potency/moderate sedation - GROUP 3—high potency/ 
high sedation 


Supplied: 

“THERUHISTIN” Tablets, 4 mg., bottles of 100 and 1,000. Syrup, 2 mg. per 5 cc. (tsp.), 
bottles of 16 fluidounces. Dosage: Adults, 1 tablet or 2 teaspoonfuls (4 mg.) two to 
four times daily. Children, ¥% to 1 teaspoonful, or %4 to % tablet (1 to 2 mg.) two to 
four times daily. 


“THERUHISTIN’-S.A. Sustained Action Tablets (up to 12 hour control with one tablet), 
12 mg. per tablet, bottles of 100 and 1,000. Dosage: 1 tablet on arising; repeat every 
8-12 hours as necessary. | 


& AYERST LABORATORIES New York 16, N. Y. » Montreal, Canada 


*New and Unused Therapeutics Committee, Am, Coll. Allergists: Interim Report at Thirteenth Annual 
Congress, Mar. 20-22, 1957, Chicago, Ill., Ann. Allergy, to be published. 
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Agonizing headaches caused by sinus congestion can often 
be relieved by use of Iodo-Niacin to promote drainage and 
aeration. 


We constantly receive letters from physicians who report 
excellent results from palliative treatment with Iodo-Niacin. 


lodo-Niacin* tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg. (% gr.), 
slosol coated pink. Average dose, 2 tablets three times a day. 
Iodo-Niacin is also supplied in ampuls for 
emergency intramuscular or intravenous use. 
Published reports** show that Iodo-Niacin 


may be administered in full dosage for a year 
or longer without any hazard of iodism. 


*U.S. PATENT PENDING 


**Am. J. Digest. Dis. 22:5, 1955 


——am=Write for professional samples and literature 


Cole Chemical Company AOS.2 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 1000-NIACIN. 


Journat A.O.A, 


THERA 
| 
HEMICAL 
COMPANY 
St. Louis 8, Mo. 


heart 
disease reassurance 
is a State the patie 
of stress i 


PHENERGAN® HCI 
Promethazine HCI 


SPARINE® HCI 
Promazine HCI 
A Wyeth normotropic drug for neorly ® 
every potient under stress Philadelphia 1, Pa, 


& 
case-Report apstract: HR., male aged 40 
poster ocardial 
: acute or my 

the use 

jar contractions: prompt prove 
Th owed, the 
e heart rate si 
to calm the patient. 
response? | 
: 
ontinues, and 

returned to work." 
sents who significa? 
part of the 
receive ataractic treatment 

; 

gnerapentic approach: 

g:1075 

pract. & Digest Treat- 

4, Waldman, g,, snd Pans 
(July) 1987 
: 
Meprobomate 
Meprobamate 
Relieves tension— 
mental and 
muscular 


easier antipyretic/analgesic relief 


you help him recover more easily with 


Tempra| 


acetaminophen, Mead Johnson 


First physician-controlied antipyretic /analgesic in two liquid 
dosage forms ...on Rx only 


Wild-cherry-flavored Tempra Drops and mint-flavored Tempra 
Syrup are readily accepted, well tolerated. Mother appreciates 
that with Tempra there’s no fussing, no forcing. And you have 
better control of medication and dosage. 


Ask your Mead Johnson Representative for the new Tempra 
Brochure, or write to us, Evansville 21, Indiana. 


MEAD JOHNSON 


SYMBOL OF SERVICE 1N MEDICINE TESe2 
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every physician 


who has sinusitis 


Or 


postnasal drip: 


We offer a personal supply of the new oral nasal decongestant, Triaminic Tablets. 


Unlike nose drops, inhalers and sprays, which may fail to pass the mucus bar- 
rier, TRIAMINIC is in intimate and prolonged contact with the source of mucus 
production, the nasal mucosa. And with TRIAMINIC, there is little likelihood 
of rebound congestion or pathological changes in the mucosa. 


The action of TRIAMINIC timed-release tablets is both prompt and sustained. 
Many physicians are reporting dramatic relief* whenever congestion is present 
in the upper respiratory tract—in nasal allergies, chronic sinusitis, postnasal drip. 


Fill in and mail 
this card for your 
personal supply of 
Triaminic Tablets. 


*Personal communications 


Dr. G. R. Underwood 
Medical Director 
Smith-Dorsey — Lincoln, Nebraska 


Please send me a complimentary supply of Triaminic Tablets 
for use in chronic sinusitis, postnasal drip, colds, nasal allergies. 


Dr. 


Address 


City. Zone____State. 
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Relief in minutes—lasts for hours 


An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This 
affords opportunity for shrinkage in areas that could 
not be approached by sprays, drops or actual topical 
applications.”* 


In colds, nasal allergies, sinusitis, postnasal drip, 
Triaminic “dries” and decongests nasal passages, 
combats allergic symptoms — with little likelihood of 
rebound congestion, pathological changes in the nasal 
mucosa, and without the probable risk of local over- 
treatment or “nose drop addiction.” Especially valuable 
for night-time cough caused by postnasal drip. 
*Morrison, L. FE: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each two-dose “timed-release” Triaminic Tablet contains: 


Phenylpropanolamine for effective “drying” 
hydrochloride 50 mg. and decongestant action 

Pyrilamine maleate.................++ 25 mg. antihistamines to combat 

Pheniramine maleate................ 25 mg. allergic symptoms 


Dosage: 1 tablet in the morning, afternoon, and in the 
evening if needed. 


Also available: Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


running noses... 
and open stuffed noses 


“orally with Triaminic 


Triaminic ‘‘timed-release’’ tablets 
provide relief in minutes 

... keep nasal passages clear 

for 6 to 8 hours 


first—the outer layer dissolves 
within minutes to produce 3 to 4 
hours of relief 


then—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


SMITH-DORSEY «a division of The Wander Company - Lincoln, Nebraska « Peterborough, Canada 
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BUSINESS REPLY CARD 


First Class 
Permit No. 91 
Lincoln, Nebr. 


No Postage Necessary if Mailed in the United States 


DR. G. R. UNDERWOOD 
Medical Director 
Smith-Dorsey 

Lincoin 1, Nebraska 


Mail This Card 
to Get Your 
Personal Supply of 


Triaminic Tablets 
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blets 


25% MORE PROTEIN, RICHER FLAVOR 
THAN ORDINARY NONFAT MILK! 


Carnation Instant is a new crystal form of nonfat milk 
—and brings important Self-Enriched flavor and Self- 
ja Enriched nutritional advantages to low fat diets. Deli- 
cious for drinking, Carnation Instant enriches itself 
merely by the addition of one extra tablespoon of crys- 
tals per glass or 14 cup extra crystals per quart. 
Result : “Difficult” patients stay on low fat diets. They 
respond to a richer and more palatable flavor, receive 
25% more protein with each glassful — actually 41.3 
grams of essential protein per quart. 

CONVENIENT. And Carnation Instant is convenient, 
too—mixes instantly and completely even in ice-cold 
water—with a slight twirl. Ready to drink, immedi- 
ately, in the office, at home or away from home. It’s 
always cupboard-handy. 
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freedom from asthma 


... thanks to Tedral prescribed by his physician. 
No single drug can equal Tedral to protect 


the asthmatic patient against symptoms ’round the clock. 


Dosage: 1 or 2 tablets q.i.d. Available: boxes of 24, 120 and 1,000. 


Tedral 


a product of Warner-Chilcott 
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“PROGRESS THROUGH SCIENCE 


Naturally” 


THE NEW VM No. 34 means effective dosage of linoleic acid — * 
the essential unsaturated fatty acid, from safflower seed oil, now * 
known to have the greatest biological activity. “Vitamin F” formerly was used * 
by some investigators as a convenient term for the unsaturated fatty acids. * 
Of all known vegetable oil sources, safflower seed oil provides the : 


highest percentage of linoleic, the dietary precursor to the functional essential 
fatty acid, arachidonic — the active cholesterol-impeditive factor. 


Vitamin B-6 is active in the conversion of linoleic to arachidonic acids. 
VM NO. 34 easy-to-take capsules 


contain linoleic acid from safflower 
seed oil with vitamin B-6. 


BOTTLE OF 100 $ 5.00 
BOTTLE OF 225 CAPSULES 


GLENDALE 1 


MITAMINE RALS INC. 


CALIFORNIA 
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Sraenting an advance in the treatment of 


VAGINITIS 


VAGINAL SUPPOSITORIES AND POWDER 


85% CLINICAL CURES* 

In 219 patients with either trichomonal 
vaginitis, monilial vaginitis or both, 
clinical cures were secured in 187. 


71% CULTURAL CURES* 

157 patients showed negative culture 
tests at 3 months follow-up examinations. 
Patients reported rapid relief of burning 
and itching, often within 24 hours. 


STEP1 Office administration of 
TRICOFURON VAGINAL POWDER 
at least once weekly. 


STEP 2 Home use of 

TRICOFURON VAGINAL Suppositories 
by the patient, 1 or 2 daily, including 

the important menstrual days. 


*Combined results of 12 independent clinical 
investigators. Data available on request. 


SUPPOSITORIES: | 

0.375% Micofur, 0.25% Furoxone. 
POWDER: 

0.5% Micofur, 0.1% Furoxone. 


EATON LABORATORIES, NORWICH, NEW YORK 
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e Common Cold and Allergic Rhini 


Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection... through the full range of common cold symptoms 


Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


for ACHES, CHILLS, FEVER 4 
ACETAMINOPHEN 150 mg............ Dependable analgesic and antipyretic 


for RHINORRHEA, ALLERGIC MANIFESTATIONS 4 


THENFADIL® HCI 7.5 mg. .........++++. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


for LASSITUDE, MALAISE, MENTAL DEPRESSION 
CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 
Children 6 to 12 years: 1 tablet three times daily. 


Bottles of 100 tablets. 


(brand of thenyidiemine), 
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To the reclining patient, the “mucus machine” is not 
only a real comfort—it is often a “must.” The 
GOMCO heavy-duty No. 799 Stand Aspirator here 
is thoroughly removing foreign matter from the 
patient's throat. The nurse can call on all the suction 
power required, too—from 0” to 25” of mercury, 

accurately controlled by a precision valve and gauge. Aspirator with one-gallon 
The patient breathes easily, and has a more comfort- 
able time before and after the operation. 


Post-operative removal of 
fluids from throat of patient 
with the heavy-duty Gomco 
No. 799 Stand-Mounted 


Nurses and physicians alike know from long experience that they can call on their GOMCO Aspirators 
any hour of day or night and expect instant response. If you want equipment you can take for granted, 
have your dealer show you the complete GOMCO line. 


GOMCO SURGICAL MANUFACTURING CORP. 830-ME. Ferry Street, Buffalo 11,N.Y. 


Journa A.O.A. 
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INTENSIFIED BROAD-SPECTRUM ANTIBIOTIC CONTROL 


Tetracycline Phosphate Complex U. 8. Pat. 2,791,608 


often the difference between rapid and delayed response 


blood levels practically double those of tetracycline hydrochloride within 1-3 hours. 
maintains higher blood levels than tetracycline hydrochloride up to 24 hours/a 
single, highly efficient antibiotic permitting simple, flexible dosage/equally effec- 
tive on convenient b.1.d. schedule, as on a q.i.d. schedule practically sodium-free— 
pure compound—not a mixture. Supplied: TETREX Capsules containing the equivalent of 260 

mg. tetracycline HCI activity; bottles of I6 and 100. New TETREX 


Pediatric Capsules containing the equivalent of 100 mg. tetra- 
cycline HCI activity; bottles of 25 and 100. 


Journat A.O.A. 


To the point 
of infection 


as in septicemia 


Tetracycline Phosphate Complex 250-100 mg. CAPSULES 


LABOR ATORIES 
SYRACUSE new YORK 


ION. PAT- PENDING. 
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WITH BRISTAMIN® 


Bristol 


SYRACUSE NEW YORK 


‘OUANAar’ REPRODUCTION, par, PENDING. 


| 
| 
| 
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INTENSIFIED TETRACYCLINE CONTROL 


Integrated withaNALGESIA CONTROL /ANTIHISTAMINE CONTROL 


new for respiratory infections 


Tetrex:APC 


WITH BRISTAMIN® 


# The only anti-infective preparation providing “all-factor” control through the 
(1) faster, higher blood levels and broad-range activity of TETREX (2) analgesic- 
antipyretic action of apc (3) notably potent antihistamine effects of BRISTAMIN, virtually 
free of somnolence. * Specific therapy for bacterial infections caused by tetracycline- 
sensitive organisms. [deal adjunctive therapy in common upper respiratory tract infec- 
tions for control of secondary bacterial invasion. # Convenient, economical. 


Each capsule contains: TETREX (tetracycline phosphate complex) . . . 125 mg. 
(tetracycline HCI activity) 

Bristamin (Phenyltoloxamine Citrate)... . 25 mg. 


Usual dose: One or two capsules q.i.d. 
Supplied: Bottles of 24 and 100. 
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relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 


M-6027 


well tolerated, relatively 
nontoxic/no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness/ 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


tranquilizer with muscle-relaxant action 


2-methyl-2-m-propyl-1,3-p 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


® 
wy WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


Journat A.O.A. 
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MICRO X-RAY 
RECORDER 


MICROFILMS X-RAYS, CHARTS 
AND ALL HOSPITAL RECORDS 


Check These 
Exclusive 
Advantages 


Two lens—give full 
or 10x 
12” coverage with 
diagnostic detail 
and density for 
physicians’ refer- 
ence, Lightens dark- 
ened or overex- 
posed films by spe- 
cial panel switch. 
1100 to 4400 X-Ray 
films per roll—saves 
you money, Uses 
4 films — let's you 
use special films 
for economy, 


ONLY 
Write for 


$7 29 5 Free Folder 


MICRO X-RAY RECORDER, INC. 


3755 W. LAWRENCE AVENUE ¢ 


The Micro X-Ray re- 
corder will pay for it- 
self in space and filing 
cabinets saved. 


CHICAGO 25, ILLINOIS 


Neuritis 
Bursitis 
Sprains 
Lumbago 
Myositis . 
Arthralgia | 


Pain, inflammation, swelling and congestion are quickly 
relieved by local application of Arthralgen. 


AIR THUR AILGIEN 


(Arthralgesic Unguent) 
Contains: 
Methacholine Chloride—for vasodilatation of both 
arterioles and capillaries 
Methyl! Salicylate—for ana/gesia 
Thymol and Menthol—for penetrating warmth 
1 oz. tubes and 8 oz. jars. Samples on request. 


WHITTIER LABORATORIES Chicago 11, Illinois 


Vor. 57, Fes. 1978 


919 North Michigan Avenue, 


NEW 
just published 


Ulcerative 
Colitis 


by HARRY E. BACON, M.D., Se.D., LL.D., 
F.A.C.S., F.A.P.S. With Contributions by Paul 
T. Carroll, B.S., M.D. and a Chapter on Anes- 
thesia by LeRoy W. Krumperman, M.D. Fore- 
word by Alton Ochsner, B.A., M.D., Se.D. 


This new book presents an important contribution 
to the rational understanding of the problems and 
theories surrounding chronic ulcerative colitis. 
Drawing on his years of experience and treatment 
of over 400 cases of the disease, Dr. Bacon pre- 
sents the complete clinical picture, the methods 
of diagnosis, differential diagnostic problems, anes- 
thetic management, and preoperative and post- 
operative care. He carefully considers the compli- 
cations and makes sound recommendations for 
their prevention and correction. 


In the Foreword, Dr. Alton Ochsner states, “Dr. 
Bacon’s contribution . . . is the most complete 
consideration of the subject that has ever 
prepared . . . There is no other place where so 
much factual information and critical evaluation 
of chronic ulcerative colitis can be obtained so 
readily and easily . . Physicians who might 
come in contact with the disease cannot afford to 
be without the book.” 


395 Pages 183 Figures and { Color Plate $15.00 


ORDER YOUR COPY TODAY! 


BOOKS 


Make Practice 
More Pe rfect 


MONTREAL 


East Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Avenue, Montreal 6, P. 9. 


Please enter my order and send me: 

ULCERATIVE COLRTES 

JAOA—2-58 
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improved formula 


The new “Mediatric” formula 

provides 100% more Vitamin C, twice 

as much Bi, added B factors, and 

lower iron dosage (to lessen gastric 
irritation, yet adequate for specific 
therapy). New “Mediatric” also contains 
steroids to effectively counteract 
declining gonadal hormone secretion, 
and a mild antidepressant to impart a 
gentle, emotional uplift. 


Available in capsules, tablets, and liquid. 


"MEDIATRIC. 


Steroid — Nutritional Compound 


=} Ayerst Laboratories * New York 16, N.Y. 
Montreal, Canada 


Debon-Aire 
COMPLETE TREATMENT UNIT 


5209 50 


A perfect office unit in a beautiful cabinet with all fittings 
permanently in place. 

The pump operates in a closed compartment—quiet as 
a whisper. Gauges, regulators and tube holders are at- 
tached. Pressure to 30 Ibs.; vacuum to 27”. Suction and 
Ether Bottles with brackets are extra equipment. 

The cabinet has a hinged cover. One rack for four 2-oz. 
bottles and two racks for two atomizers each. Bottles and 
sprays are not supplied. 


SIZE OF TOP 14”x18”; HEIGHT 30/2” 
WIDTH OVERALL 24”; OVERALL 3612” 


There is a dual-plug electric outlet on the — side. The top is of heavy, 
black glass. The toe strip is stainless-steel. Finish: White or cream baked 
enamel. Wood grain 10% extra. 


WX 2515 Suction Bottle with staini steel bracket, attached 
to side of cabinet—$15.00 
WX 2516 Ether Bottle with stainl steel bracket, attached to 


side of cabinet—$18.50 


EXCLUSIVE SPECIALTY OF 


609 College St. Cincinnati 2, Ohio 


Journar A.O.A. 
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Map Copyright by Rand McNally a Co., RL No. 578124 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquaty] tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 

Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 


(ETON \RWIN, NEISLER & CO. DECATUR, ILLINOIS 
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LOOK FOR THE 
NEW COURTESY CARD 


Ce COURTESY 
CARD 


TO OSTEOPATHIC PHYSICIANS, HOSPITALS AND COLLEGES — 
PLEASE EXTEND EVERY COURTESY TO REPRESENTATIVE OF 


Convention Exhibitor 
[-] Advertiser in A. O. A, Publications 


AMERICAN OSTEOPATHIC ASSOCIATION 


This card expires 
Dec. 31, 1958 
(ALTER A Business Manager 


Extend Every Courtesy To Your Detail Men 
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in treatment of 


PSORIASIS 


Thousands of sufferers have been freed from 
the humiliation of psoriasis by RIASOL, the 
leading medication devoted exclusively to treat- 
ment of this inveterate disease. 


RIASOL* helps 97% of cases, relieves itching 
in 94%, removes scales in 91%, and fades the 
erythema in 82%. No adverse effects. 


No other medication produces the same effects 


as RIASOL. 


FORMULA: Mercury 0.45% chemically com- 
bined with soaps, phenol 0.5% and cresol 0.75% 


in a washable, non-staining, odorless vehicle. 


APPLICATION: Use a thin film daily after a 
mild soap bath and thorough drying. Invisible, 
economical, convenient. No bandage required. 
Adjust to patient’s progress after one week. 


HOW SUPPLIED: In 4 and 8 fluid ounce bottles. 
All druggists carry RIASOL or can readily pro- 
cure it. Ethically promoted. 


*T. M. Reg. U.S. Pat. Off. 


After Use of RIASOL Treatment 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. 


Write 


SHIELD LABORATORIES 


Dept. JAOA-258 12850 Mansfield Avenue Detroit 27, Michigan 


Before Use of RIASOL Treatment eae 
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COMFORT ASSURED 


FOR COMMON COMPLAINTS 


the |conters of the 
brain to produce a tranquil. 
izing and calming action 

without a drow siness | o 
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| DO innervous tension 
| EDAMYL 
com pining the selective 
nthraqu none) and the 
with milk-like byelinicaltrial.” Noneumu- [the depressant ef eck 
uspension contains DORBANE, ethylae 
spoonful of liquid, provide | utfosuecinate, 54 mg. Each 
ring action equal to !2 Dorn. NTYL Forte Capsule 
of milk “ withou' the ns 100 mg. dioetyl sodium 
tual ane notentiz ulfosuceinate and 50 


when you want 
Broad Spectrum 


Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PEN: VEE suLFAs. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PEN-VEE suULFas because it unites penicillin 
V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 
tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN- VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-cc. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 
sulfamerazine. 


Philadelphia 1, Pa. 


VEE SULFAS 


Tablets: Penicillin V (Phenoxymethy] Penicillin) and Sulfonamides 
For Suspension: Benzathine Penicillin V and Sulfonamides 
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that waken the whole household... 


CLISTIN EXPECTORANT 


Clistin Expectorant is the only cough product containing “anti-cough”’. $a 


CLISTIN Carbinoxamine Maleate—that well-accepted, 
Pe | antihistaminic... 


potent antihistamine. Relieves coughs of the common cold and 
completely safe 


for pediatric use... 


coughs of allergic or non-allergic upper 


respiratory conditions. 


Clistin Expectorant—samples on request non-narcotic... 


does not upset 
the stomach... 
LABORATORIES, INC. tastes wonderful 


Philadelphia 32, Pa. 


! 
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MacNeal, Alpers and O’Brien—_ 
Management of the Patient With Headache 


By PERRY S. MacNEAL, M.D., F.A.C.P. 
Physician to Pennsylvania Hospital and Benjamin Franklin 


Clinic, Philadelphia; Assistant Professor of Clinical 
edicine, Jefferson Medical College 


Headache. With this one word, patients can present 
a symptom so common—yet sometimes so significant 
—that it becomes an immediate and direct challenge 
to the physician. In this book, the authors provide 
a basic, clinical understanding of the problem and 
discuss causes, differential diagnosis and treatment 
of the several types of headache. Medical, psycho- 
logical and neurological factors are considered fully 
in their relation to causes and to proper and effec- 
tive therapeutic management. 


New Book. 


Washington Square 


and WILLIAM R. O’BRIEN, M.D., F.A.P.A. 


Psychiatrist and Head of the Department of Psychiatry, Pennsylvania Hospital; Associate Physician to the Benjamin Franklin Clinic 
of the Pennsylvania Hospital; Instructor in Psychiatry, Jefferson Medical College 


145 Pages, 51/4," 


LEA & FEBIGER 


BERNARD J. ALPERS, M.D., Sc.D. (Med.), F.A.C.P. 
Professor and Head of the Rypertnens of Neurology, Jefferson 


Medical College; a, eurologist to Benjamin Franklin 
Ciinic of the Pennsylvania Hospital 


Emphasis is on treatment of the patient as well as 
of the headache. The authors tell how to obtain a 
detailed history of the symptom, a sound estimate 
of the patient’s personality, and a knowledge of the 
social history, emotional stability, and other factors 
which provide the basis for a personality study. 
Subjects include tension, vascular, migraine and 
psychogenic headaches, as well as headache of 
brain tumors, abscesses, meningitis, subdural hema- 
toma, and other symptoms of systemic disease. 


$3.50 


Philadelphia 6, Pa. 
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MUMPS IMMUNE GLOBULIN 


ALSO AVAILABLE: PERTUSSIS IMMUNE GLOBULIN, 16.5%; IMMUNE SERUM GLOBULIN, 16.5%; POLIO IMMUNE GLOBULIN 16.5%. 


For prevention and treatment of Mumps 
Small concentrated dosage 


Antibody content: 
165 mg. hyperimmune 
gamma globulin per cc. 


1.5 ce. child size 
4.5 cc. adult size 
Intramuscularly 


(Human) 


Hyland Laboratories 
4501 Colorado Bivd., Los Angeles 39, Calif. 
252 Hawthorne Ave., Yonkers, N.Y. 
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...when can I take 


tinue the infant’s evaporated milk 
formula for six months, adjusting 
it from time to time to meet his 
changing needs. Evaporated milk 
processing makes it easier to digest 


than fresh milk. This is an impor- 


tant point, since digestive upsets 


and diarrheas are both more diffi- 


cult to treat and potentially more 
serious during infancy. 

During baby’s important first six 
months, you can count on the 


my baby off formula? 


Most doctors feel it is wisest to con- 


ual evaporated milk formula to give 
him basic growth protection. It is 


far wiser to give baby this protec- 


tion than to try to turn him into 
an adult too early! 


(arnation 


“FROM CONTENTED COWS” 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 


known digestibility of his individ- 
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the NEW 


for 
nausea and vomiting 
of pregnancy 


potion sickness inner-ear disturbances 


| pleasant-tasting Softab* 
melts quickly in the mouth— 
. no water needed 
attacks basic causes centrally 
‘and peripherally 

contains both antiemetic 

and antispasmodic 
longer acting—lower in cost 


Each Seftab contains; 

 Buclizine Hydrochloride. . 50 mg. 

Vitamin B, ........... 10mg. 

Scopolamine (Hyoscine) 

Atropine Sulfate... .0.05 mg. 
Hyoscyamine Sulfate .. .6.05 mg. 


Write for samples and literature 


‘THE STUART COMPANY 
PASADENA, CALIFORNIA 


*ru/pat. PEND. 
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Now- 
“A BACTERIOSTATIC BATH?’* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 
Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 


potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


NEW ANTIBIOTIC-ANALGESIC CHEWING TROCHES 


“ORABIOTIC 


for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the prevention of sec- 
ondary hemorrhage following tonsillectomy. Valuable also as a topical 
adjunct to systemic treatment of bacterial infections of the mouth 
and throat. 


EACH TROCHE CONTAINING: neomycin 3.5 mg., gramicidin 0.25 mg., 
and propesin 2.0 mg. 


IN PACKAGES OF 20. One troche chewed for 10-15 min. q. 4h. 


~ WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The - of an Antibiotic Chewing Troche 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. 
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MODERNIZE YOUR«¢ 


MEW ELI 


Designed to make your work faster « easier 
more pleasant 

Your Aloe representative will provide graphic, 
specific assistance in the planning of your new office 
or modernization of existing facilities. Write today 
for our colorful new brochure describing STEELINE 
practice-tested equipment. No cost or obligation, 

of course. Dept. 116. 

14 fully-stocked 

coast to coast 


a.s. aloe company 
1831 OUVE STREET © ST. LOUIS 3, MO. 


YOUNG'S 
RECTAL 
DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: 


@ Spastic Constipation 

Anal Stricture ... Prolapse 
@ Post-hemorrhoidectomy 

Post-fistulectomy 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: In flex- 
ible rubber. Children and 
Adults: In bakelite. 


Send for Literature 


Ty F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago 17, Ill. 


Vaginally For: 


@ Dyspareunia 
Vaginismus 
@ Perineal Repair 
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morph ‘ne-like action 
in relief of 


SEVERE PAIN 


NARTATE 


(G. F. Harvey Company Brand of Dipyrone) 
NON-NARCOTIC + ANALGESIC- ANTIPYRETIC 


Dramatically effective in relieving pain and fever, 
NARTATE “approaches the ideal analgesic for 
office use.”* Its action is prompt and prolonged, it 
does not produce sedation or narcosis, and it is not 
habit forming. It is well-tolerated and economical 
for long-term medication. 


INDICATIONS: 

Arthritic and rheumatic pain, carditis, herpes zoster, postopera- 
tive pain, angina pectoris, coronary thrombosis, renal and biliary 
colic, traumatic pain, bursitis, backache, and headache of varied 
etiology. CAUTION: Should not be used in presence of anemia. 
DOSAGE: 

PARENTERAL — for rapid relief, 5 cc. intravenously. 

ORAL — | tablet t.i.d. or q.i.d. 

SUPPLIED: 
VIALS, 10 cc. and 30 cc. TABLETS, bottles of 100 and 1000. 


*Joseph, Morris: Effective Analgesia Without Sedation 
or Norcosis, Clinical Medicine, August 1957 


F ffowey SARATOGA SPRINGS, NEW YORK 


Please send sample and literature on NARTATE 


Name 


Addr 


State 


City Zone 
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N persistent vaginal trichomoniasis of TO [ CH E 
the wife, clinical investigators are 


unanimous in placing the husband first 
among possible exogenous sources of 
re-infection.! About 39 to 47 per cent 
of persistent cases are believed to be re- 
infections from the sexual partner.? 


To forestall conjugal re-infection many 
physicians now routinely urge the use 
of RAMSES® quality prophylactics by 
the husband during the wife’s treat- 
ment course and for as long as four 
to nine months afterwards. Because 
RAMSES have “built-in” sensitivity, 
they do not dull sensation. Tissue-thin, <. 
yet very strong, RAMSES prophylactics 3 
are made of smooth, transparent natural 
gum rubber. You’ll find it easy to enlist a5 
husbands’ help with your treatment / 
plan when you specifically suggest 

RAMSES. 


1. Rogers, G. C., and Fleming, J.M.: Am.). 00" 
Obst. & Gynec. 68:563 (Aug.) 1954. 2. Kar- 
naky, K. J.: Urol. & Cutan. Rev. 48:812 


RAMSES*° 


prophylactics 


JULIUS SCHMID, inc. 
423 West 55th Street 
New York 19, N. Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 


<{ TRICHOMONIASIS 
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NOW...two forms 


BUTAZOLIDIN 


(phenylbutazone GEIGY) 


nonhormonal - anti-inflammatory - anti-arthritic 


BUTAZOLIDIN Alka capsules—The unexcelled potency of BUTAZOLIDIN plus added antacid- 
antispasmodic effect for the benefit of patients with gastric sensitivity. 
BUTAZOLIDIN Tablets — Efficacy proved by more than 150 million patient-days of therapy. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature before 
instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 


trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 


= 
® 
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not an amphetamine, but an oxazine 


Chemically distinct from amphetamine, PRELUDIN provides potent appetite suppres- 
sion with little or no central nervous system stimulation or other undesirable side 
reactions.!* 


patients lose more weight—Pre.upin sharply curtails the patiert’s craving for 
food...generally doubling the weight loss achieved by dietary means alone.'?5 


provides notable safety in complicated obesity—Pre.upin is not known to 
produce any adverse effect on the cardiovascular system, basal metabolic rate or H Fl GY 
glucose metabolism, and may be used in cases of moderate hypertension, chronic 


ARDSLEY, N. Y. 
cardiac disease or diabetes.?:3 


(1) Barnes, R. H.: A Program of Therapeutic Supports in Obesity, Scientific Exhibit, 106th Ann. Meet., A.M.A., New York, 
N. ¥, June 3-7, 1957. (2) Gelvin, E. PR; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1 :155, 1956. (3) Natenshon, 
A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Ressler, C.: J.A.M.A. 
165 :135 (Sept. 14) 1957. 


Pre.up1n® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under 
license from C. H. Boehringer Sohn, Ingelheim. 87658 


original silhouette hand cut by Mochi 


PRELUDIN 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


WH Cl 
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Give your patient that extra lift with “Beminal” Forte 7 ee 
-hieh B and © vitamin. are re uired —pr 
“BEMINAL® FORTE with Vitamin C 
capsule contains: thiamine mononitrate 25 mg., riboflavin (B.) 12.5 mg, 
Ricotinamide 75 mg., pyridoxine HC1 (Bs) 3 mg., calc. pantothenate 10 mg., vitamin 
f 


key to oral peniciliin effectiveness 


V-CILLIN 


(Penicillin V Potassium, Lilly) 


Stability plus solubility provides greater absorption 


tid, than by 600000 rit 


Liitty 


ouauity /reseancn /inmecnity 
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Conventions and 
meetings 


Announcements 


: American Osteopathic Associa- 
= tion, Sixty-Second Annual Conven- 
s tion, Sheraton-Park and Shoreham 
s Hotels, Washington, D.C., July 14- 
s 18. Program Chairman, Richard O. 
s Brennan, 1115 W. Alabama St., 
Houston 6, Tex. 


American College of Osteopathic Intern- 
ists, annual meeting, Waldorf-Astoria 
Hotel, New York City, October 2-4. 
Program Chairman, H. Earle Beasley, 
189 Bay State Rd., Boston 15, Mass. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. East- 
ern Study Conference, Hotel Warwick, 
Philadelphia, March 7-9. Western Di- 
vision, annual meeting, Ambassador 
Hotel, Los Angeles, February 22-23. 
Program Chairman, S. J. Aquila, 5622 
Van Nuys Blvd., Van Nuys, Calif. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mrs. E. F. Martin, Box 474, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Statler Ho- 
tel, Boston, October 26-30. Secretary, 
J. Paul Leonard, 2673 W. Grand Blvd., 
Detroit 8, Mich. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Statler 
Hotel, Boston, October 26-30. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Proc- 
tology, annual meeting, Beach Club 
Hotel, Ft. Lauderdale, Fla., April 16- 
18. Program Chairman, Ralph W. 
Deger, 1121 Xenia Ave., Dayton 10, 
Ohio. Secretary, Eugene W. Egle, 
Lackland Clinic, 2335 Brown Rd., St. 
Louis 14. 


American Osteopathic College of Radi- 
ology, annual meeting, Statler Hotel, 
Boston, October 26-30. Secretary, F. A. 
Turfler, Jr., South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South 
Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mr. R. P. Chapman, 4000 Brady 
St., Davenport, Iowa. 


Arizona, annual meeting, El Dorado Ho- 
tel, Tucson, May 4-6. Program Chair- 
man, James B. Carson, 2813 S. Sixth 
Ave. Tucson. Executive Secretary, 
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petrolatum gauze-—still 
largely granulation tissue 


Skin graft donor site after 2 weeks’ treatment with... 


FURACIN gauze— 
completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor sites, 

each dressed half with FURACIN gauze, half with petrolatum 

gauze. Use of antibacterial FuRACIN Soluble Dressing, 

with its water-soluble base, resulted in more rapid and 

complete epithelialization. No tissue maceration occurred 

in FURACIN-treated areas. There was no sensitization. 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 


FURACIN® e e e brand of nitrofurazone 
the broad-range bactericide that is gentle to tissues 


spread FurRACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder. 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.38% and water. 
EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials— CO 
neither antibiotics nor sulfonamides eenge 


Mrs. Laura McRae, 4122 N. 19th Dr., 
Phoenix. 


California, annual meeting, Senator Ho- 
tel, Sacramento, May 14-18. Program 
Chairman, Richard E. Eby, 1247 N. 
Park Ave., Pomona. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 1298 
Wilshire Blvd., Los Angeles 17. 


Colorado, annual meeting, Denver, May 
3. Program Chairman, A. Hollis Wolf, 
304 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Og- 
den St., Denver 18. 


Eastern Osteopathic Association, annual 


meeting, Hotel Statler, New York City, 
March 29-30. Program Chairman, 
Chester D. Losee, 212 Prospect St., 
Westfield, N.J. Secretary, Frank B. 
Tompkins, 309 Meyerhoff Bidg., Balti- 
more 1. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Du- 
Pont, Wilmington, Del., November 1-2. 
Program Chairman, Terrell E. Cobb, 
1379 Narragansett Blvd., Cranston 5, 
R.I. Secretary, LeRoy W. Lovelidge, 
Jr., 201 E. Orange St., Lancaster, Pa. 


Georgia, annual meeting, Dinkler-Piaza 
Hotel, Atlanta, May 12-14. Program 
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Put 
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STRENGTH 


forthe Uittbe 
sweet-teoth 


WHITE'S COD LIVER OIL 
CONCENTRATE TABLETS 


: These chewable candy-like tablets 
Pe make taking cod liver oj! a pleasure. 
Youngsters enjoy the good taste and 
parents appreciate the low price. Con- 
-- taining 400 units of vitamin D and 4000 
units of vitamin A, each tablet equals 
the vitamin A and D potency of one 
teaspoonful (5 cc.) of U. S, P. Cod 
Liver Oil. 

Dosage: 2 to 6 tablets daily. 
Supplied: Packages of 45; bottles of 
100, 240, and 1,000. 


WHITE LABORATORIES, 


Chairman, Charles B. Wright, Tucker 
Hospital, Tucker. Executive Secretary, 
Mr. James C. Chappell, 3900 Bobolink 
Dr., Decatur. 


Illinois, annual meeting, Palmer House, 
Chicago, April 24-26. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, French Lick- 
Sheraton Hotel, French Lick, May 18- 
20. Program Chairman, Harold T. 
Sparks, 2317 Washington Ave., Evans- 
ville 14. Secretary, Arabelle Baker 
Wolf, 4840 N. Michigan Rd., Indian- 
apolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
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"WHITE'S COD LIVER OIL CONCENTRATE CAPSULES. 


INC, 


N THE BONE 


WHITE’S COD LIVER OIL 
CONCENTRATE DROPS 


Convenient vitamin A and D therapy 
for legs than a penny daily. Each 
drop, containing 312 units of vitamin 
D and 1,560 units of vitamin A, 
equals the vitamin D potency of 
4 cc, of U. S. P. Cod Liver Oil. 
Dosage: 2 to 4 drops, placed 
directly on tongue. 

Supplied: Bottles of 6, 30, and 
50 cc. with special dropper. 


KENILWORTH, N. Jd. 


Moines, May 25-27. Program Chair- 
man, George W. Sutton, 511 E. Wash- 
ington, Mount Pleasant. Secretary, Mr. 
Herman W. Walter, 200 Walnut Bldg., 
Des Moines 9. 


Louisiana, annual meeting, Lake Charles, 
October 23-25. Secretary, V. L. Whar- 
ton, 406-07 Weber Bldg., Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 26-28. Program Chair- 
man, Robert J. Meehan, 223 Main St., 
Rockland. Executive Secretary, Mr. 
George R. Petty, Monmouth. 


Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 6-8. 
Program Chairman, Emmett Binkert, 


Carson City Hospital, Carson City, 
Executive Secretary, Mr. Floyd §, 
Brooker, 81 Glendale, Highland Park 3, 


Minnesota, amnual meeting, Hotel Nicol- 
let, Minneapolis, May 1-3. Program 
Chairman, Robert M. Plasch, 816 E. 
38th St., Minneapolis 7. Secretary, E, 
R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 


New Jersey, annual meeting, Traymore 
Hotel, Atlantic City, March 8-9. Pro- 
gram Chairman, John D. Dennis, Jr., 
46 Glenwood Ave., East Orange. Ex- 
ecutive Secretary, Mr. I. J. Tecker, 
1007 Pinebrook Rd., Haddonfield. 


New Mexico, annual meeting, Hilton Ho- 
tel, Albuquerque, April 13-16. Program 
Chairman, E. C. Bartlett, Jr., 118 Rich- 
mond Ave., N.E., Albuquerque. Secre- 
tary, Lory Baker, 400 N. Church St., 
Las Cruces. 


Northwest Osteopathic Convention, Olym- 
pic Hotel, Seattle, June 12-14. Program 
Chairman, Wilbert B. Saunders, 4730 
University Way, Seattle 5. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 4-7. Program Chairman, 
A. R. Fuller, 201 S. Park Ave., Fre- 
mont. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., Co- 
lumbus 1. 


Ontario, annual meeting, Prince Edward 
Hotel, Windsor, May 1-3. Program 
Chairman, Norman W. Routledge, 15, 
Ursuline Ave., Chatham. Secretary, A. 
V. DeJardine, 205 Yonge St., Toron- 
to 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


Rhode Island, annual meeting, March 5-6. 
Program Chairman, J. Weston Abar, 
981 Narragansett Blvd., Providence 5. 


South Dakota, annual meeting, Drake 
Hotel, Watertown, June 1-2. Program 
Chairman, Lawrence L. Massa, 981 E. 
Main St., Sturgis. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Maxwell 
House, Nashville, April 27-30. Pro- 
gram Chairman, William H. Graves, 
Central Bldg., Bristol. Secretary, J. M. 
Moore, Jr., 200 High St., Trenton. 


Vermont, annual meeting, Green Moun- 
tain Inn, Stowe, September 23-25. 
Clerk-treasurer, Marian N. Rice, 8 
Court St., Windsor. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 22-24. Pro- 
gram Chairman, Felix D. Swope, 126 
N. Columbus St., Alexandria. ‘Secre- 
tary, John A. Cifala, 2778 N. Washing- 
ton Blvd., Arlington. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 18-20. 
Program Chairman, Earl K. Lyons, 
Professional Bldg., Kerens Ave., EI- 
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kins. Secretary, Guy E. Morris, 542 
Empire Bank Bldg., Clarksburg. 


Western States Osteopathic Society of 
Proctology, annual meeting, Texas Ho- 
tel, Ft. Worth, Texas, October 6-8. 
Program Chairman, Clarence R. Wool- 
sey, 118 Third St. Corpus Christi, 
Texas. Secretary, Earle F. Waters, 
925 E. South Temple St., Salt Lake 
City 2, Utah. 


Wisconsin, annual meeting, Wisconsin 
Hotel, Milwaukee, April 28-30. Pro- 
gram Chairman, Donald R. Bartingale, 
403 S. Farwell St., Eau Claire. Secre- 
tary, Edwin J. Elton, 1518 N. 70th St., 
Wauwatosa 13. 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations March 18 
at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 

Basic science examinations May 7-8 at 
second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St., 
Denver. Applications must be filed by 
April 23. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 1459 
Qgden St., Denver 18. 


CONNECTICUT 
Examinations March 11-12. Applica- 
tions must be filed by February 25. Ad- 
dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Mai 
St., New Britain. 3 


DISTRICT OF COLUMBIA 

Examinations May 12-13. Address 
Daniel Leo Finucane, M.D., Secretary, 
Commission on Licensure, 1740 Massa- 
chusetts Ave., N.W., Washington 6, D.C. 

Basic science examinations in April at 
1740 Massachusetts Ave., N.W., Wash- 
ington 6, D.C. Address Dr. Finucane. 


ILLINOIS 
Examinations in April in Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations April 8 at 
the Capitol Building, Des Moines. Ad- 
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High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


New, ebjective evidence: 


A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
Ben-Gay® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BENn-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 


1Brusch, C.A., et al.: Md. State Med. J. ; 5:36, 1956. 

| More efficient salicylate penetra- 
tion of treated area and quicker ! 

| relief of pain is now made pos- 
sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. | 


dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


MICHIGAN 
Basic science examinations in May at 
Detroit and Ann Arbor. Address Mrs, 
Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


MINNESOTA 
Basic science examinations April 1-2 at 
University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., secre- 
tary-treasurer, Board of Examiners in the 
Basic Sciences, 105 Millard Hall, Univer- 
sity of Minnesota, Minneapolis 14. 


MONTANA 
Examinations March 4. Address Asa 
Willard, D.O., secretary, Board of Os- 
teopathic Examiners, Wilma Bldg., Mis- 
soula. 


NEBRASKA 
Basic science examinations May 6-7. 
Address Mr. Husted K. Watson, Direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 


NEVADA 
Basic science examinations April 8. Ad- 
dress Donald G. Cooney, Ph.D., secretary, 
Board of Examiners in the Basic Sci- 
ences, Box 9005, University Station, Reno. 
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After absorption, theophylline is slowly eliminated. 
Therapeutic blood levels endure for hours.* 

This predictability of blood levels permits attainment of 
therapeutic blood levels night and day, providing 

relief of wheezing, dyspnea, cough, and protection 


against acute attacks.* 


DOSAGE: First two days: 
45 cc. (three tbsp.) on arising; 
45 cc. (three tbsp.) on retiring; 


45 cc. (three tbsp.) once midway 


between above doses 
(about 3 P.M.) 


After two days of therapy the size of doses should be slightly decreased. 
Each tablespoonful contains: theophylline 80 mg., alcohol 3 cc. 
Prescription only — bottles of 16 fi. oz. 


* Reprints of these studies on request. 


today’s answer to 
intractable asthma: 


ELIXOPHYLLIN 


Just as with I.V. aminophylline,* high theophylline blood 
5 levels reached in minutes — from a single dose.* 


4 hours 


Therapeutic blood levels 
Sub-therapeutic blood levels 


Detroit 11, Michigan 


NEW HAMPSHIRE 
Examinations March 12-14 at Concord. 
Address John S. Wheeler, M.D., secre- 
tary, Board of Registration in Medicine, 
State House, Concord. 


NEW MEXICO 
Basic science examinations April 20. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


RHODE ISLAND 
Examinations April 3-4 at Providence. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 
Basic science examinations in May at 
the State Office, Providence. Applications 


must be filed 21 days prior to examina- 
tions. Address Mr. Casey. 


TENNESSEE 

Examinations in February at Nashville. 
Address Marion Edmund Coy, D.O., sec- 
retary, Board of Examination and Regis- 
tration for Osteopathic Physicians, 1226 
Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


WISCONSIN 
Basic science examinations March 29 
at the University of Wisconsin Chemistry 
Building, Room 100, Madison. Applica- 
tions must be filed by March 21. Address 


Mr. W. H. Barber, secretary, Board of 
Examiners in the Basic Sciences, Ripon 
College, Ripon. 


ALBERTA 
Examinations in April. Address Mr. 
G. B. Taylor, Acting Registrar, Alberta 
Medical Board, Office of the Registrar, 
University of Alberta, Edmonton, Canada, 


Reregistration 
of osteopathic licenses 


Prior to March 1—Colorado, $2 if legal 
resident of state, $10 if not resident. Ad- 
dress Mrs. Buelah H. Hudgens, executive 
secretary, Board of Medical Examiners, 
715 Republic Bldg., Denver 2. 


April 1—Montana, $2 for those in ac- 
tive practice, $1 for those inactive. Ad- 
dress Asa Willard, D.O., secretary, Board 
of Osteopathic Examiners, Wilma Bldg., 
Missoula. 


April 1—Wyoming, $2.50. Address 
Franklin D. Yoder, M.D., secretary, Board 
of Medical Examiners, New State Office 
Bldg., Cheyenne. 


May 1—Iowa, $1. Address Mr. Her- 
man W. Walter, assistant secretary, Board 
of Osteopathic Examiners, 200 Walnut 
Bldg., Des Moines 9. 


May 1—Washington, $2. Address Mr. 
Edward C. Dohm, secretary, Professional 
Division, Department of Licenses, Olym- 
pia. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed ap- 
plication blank, together with a passport 
photograph and check for the parts to be 
taken must be in the secretary’s office by 
the November 1 or April 1 preceding the 
examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 


Journat A.O.A. 


15 minytes 
= 


of 


Part III is an oral and practical ex- 
amination given under the supervision of 
4 chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology ; physical and clinical diagno- 
sis; public health and communicable dis- 
eases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. The internship requirement 
does not apply to candidates who took 
Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 


What affects 
blind children’s 
development* 


Miriam Norris, A. M. 

Associate Director, Project for Study 
of Blind Children, Section of Medical 
Psychology, Department of Medicine, 
University of Chicago 


What is the effect of the handicap of 
blindness on the development of the in- 
fant and young child? What real limita- 
tions does it impose? Is retrolental fibro- 
plasia only one aspect of a generalized 
brain defect? How can one evaluate the 
capacity of the blind child and in particu- 
lar differentiate between the truly men- 
tally defective child and one whose devel- 
opmental progress has been disturbed by 
unfavorable environmental circumstances ? 
Are specialized techniques needed to over- 
come the handicap? What kinds of serv- 
ices should the community be prepared to 
offer? These are some of the questions 
to which, for several years, the Project 
for the Study of the Development of 
Preschool Blind Children, at the Univer- 
sity of Chicago Clinics, has been trying 
to find soundly based answers through 
its multidisciplinary research program. 


*Reprinted from Children, July-August, 1956. 
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therapeutic bile 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


What’s wrong with the term 
“‘emptying of the gallbladder’? 


The gallbladder discharges bile by fractional evacuation. It is not 
emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMES) 3% gr. Bottles of 100 and 500. 
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Ames Company of Canada, Ltd., Toronto aasse 


In the brief space of this article one 
can do little more than highlight the ma- 
terial to be included in the detailed re- 
port of the project. Perhaps the most 
significant finding of the study is that 
the development of the blind child with 
no other major physical handicap can be 
expected to progress in orderly fashion 
so that by school age he is functioning 
well up to the level of his sighted peers. 
This development, however, takes place 
only to the extent that overall conditions 
have been favorable for him. This find- 
ing emphasizes the importance of getting 
skilled service to the parents at the ear- 
liest age possible if the child is not to 
become retarded in his development. 

The project resulted initially from the 
broad approach of Dr. Arlington C. 
Krause, Professor of Ophthalmology at 


the University of Chicago Clinics, to the 
study of the problem of retrolental fibro- 
plasia. The formal phase of the research 
program covers the 5-year period from 
August 1949 to August 1954. Actually 
the conclusions in the study are based on 
observations over a much longer time. 
As early as 1942 doctors at the Clinics 
called in both psychologist and social 
worker to study with them every case of 
a blind child, whatever the diagnosis, and 
to help them in formulating appropriate 
plans of social treatment. The increasing 
number of cases of blindness from retro- 
lental fibroplasia in prematurely born 
children soon created a problem of such 
magnitude that systematic research into 
the social and psychological factors in 
the child’s development became impera- 
tive. Since many of* these children were 
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retarded in functioning according to nor- 
mal developmental standards, Dr. Krause 
believed that such research was essential 
first in contributing to an understanding 
of the nature ef the disorder and second- 
ly in providing a basis for treatment of 
the individual child. 

In August 1949 funds from the Field 
Foundation and the Chicago Community 
Trust made it possible for a psychologist 
and social worker, already long familiar 
with the problems, to devote full time to 
the project. A second social worker was 
added in March 1951, through the sup- 
port of the Tibbetts Foundation and 
later the Woods Charitable Fund, Inc. A 
research grant from the Public Health 
Service, U. S. Department of Health, 


86 


Education, and Welfare, has also con- 
tributed to the project’s support. 


PRINCIPLES AND OBJECTIVES 


The extensive preliminary experience 
of the project staff with children with 
retrolental fibroplasia provided the basis 
for formulating the general principles 
underlying the study. Most important 
were the following: 

1. A longitudinal study with repeated obser- 
vations of the child at regular intervals would 
yield the most productive results. 

2. Such a study should, if possible, follow 
the child from the time of the diagnosis of 
blindness until he was of regular school age. 

3. The study would require a teamwork ap- 
proach involving continued working relation- 
ships within the University of Chicago Clinics 
as well as with key community agencies. 


4. Service to parents in accordance with the 
objectives and methods of the research plan 
would be a necessary part of the research pro. 
gram, 

5. The primary focus would be the overal| 
functioning of the child in relation to his total 
environment. This would require observations 
in the home by both psychologist and social 
worker. 

6. The study would be primarily descriptive 
in nature, with gathering and analyzing ob. 
served data as its first step. 


7. The study should yield data indicating 
areas needing further investigation and suggest 
methods for carrying this out. 

The objectives were defined as follows: 

1. The primary concern of the psychologist 
was to establish more accurate developmental 
norms for blind children, which would provide 
a sound basis for clinical evaluation of an in- 
dividual child and for social and educational 
recommendations for him. 

2. The primary concern of the social worker 
was to gain a better understanding of the total 
development of the blind child with particular 
reference to the factors which promote or re- 
tard his optimal development. 

Obviously there were overlapping 
areas where both psychologist and social 
worker could make significant observa- 
tions. 

While the project staff recognized the 
advantage of methods such as the use of 
a matched control group and a represen- 
tative sampling of blind children, there 
seemed to be no way of achieving these. 
The staff, therefore, sought other safe- 
guards. Since restricting the study to 
children known medically to the Univer- 
sity Clinics might have introduced un- 
identifiable biases, a cooperative agree- 
ment was reached with the counseling 
service for blind children in the Illinois 
Department of Public Welfare by which 
all known blind children in the Chicago 
area meeting the established criteria were 
referred to the project between specified 
dates. 

While it is not certain that this had 
the effect of bringing all children meet- 
ing the criteria to the attention of the 
project, it is believed that the constant 
efforts of the State Department of Public 
Welfare to make its counseling service 
widely known to hospitals, ophthalmolo- 
gists, pediatricians, and others, combined 
with the publicity resulting from Par- 
ents’ Institutes, were sufficient to produce 
a situation closely analogous to compul- 
sory registration. Since referral to the 
project was made only on the consent of 
the child’s physician, eye reports and 
other relevant medical data about the 
child could be obtained from the doctor. 

Experience had demonstrated the im- 
portance of seeing the child in the early 
months of his development, preferably as 
soon as the fact of blindness became es- 
tablished. Intensive study by the project 
was therefore limited to children seen at 
or before 15 months of age. All “educa- 
tionally blind” children in the Chicago 
area meeting this requirement and having 
no other major physical handicap re- 
ceived systematic study and casework 
service—“educationally blind” being de- 
fined as those expected by the referring 
ophthalmologist to require braille in their 
education. The psychologist’s observa- 
tions of these children were scheduled at 
3-month intervals until the child was 2 
years and 6 months of age and at 6- 
month intervals until age 5. Thereafter 
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the observations were on a yearly basis. 
This intensive group included 66 chil- 
dren. The qualitative conclusions of the 
research project are based on the analysis 
by the psychologist and social worker of 
the combined data on these children. 


A second group of children was fol- 
lowed systematically by the psychologist 
in order to provide a larger number of 
test observations at the various ages as 
well as to give some basis for compari- 
son with the intensively studied group. It 
included “educationally blind” children 
who for one reason or another did not 
meet all the criteria for inclusion in the 
first group, for example, age first seen 
or residence in the Chicago area. For 
this second group the age requirement 
was raised to include children seen at or 
before 27 months of age. For these chil- 
dren the referring agency assumed con- 
tinuing casework responsibility on a co- 
operative basis. This group included 77 
children. 

Finally, there was a third group com- 
posed of 152 children who did not meet 
the criteria for either of the above groups 


. but for whom psychological-test observa- 


tions and related social data were avail- 
able. These were usually children seen 
on consultation, many of them at the 
yearly Institute for Parents held as part 
of the statewide service for preschool 
blind children carried on by the Depart- 
ment of Public Welfare. For most of 
these children only one or two psycho- 
logical observations were obtained. 


For research purposes home visits by 
the psychologist were usually more pro- 
ductive than office visits. This was the 
plan usually followed except in the third 
group. 

As a result of this plan of study over 
2,500 psychological-test observations of 
young blind children were available for 
analysis for the purposes of attaining the 
first objective: that of gaining a better 
picture of the developmental patterns of 
blind children. 

The social worker’s concern was pri- 
marily with understanding the basic fac- 
tors influencing the child’s total develop- 
ment (the second objective) and her 
work was limited in general to the inten- 
sive group. Her role followed no set pat- 
tern and was dictated by the research re- 
quirements and the needs of the individ- 
ual cases as they were agreed upon in 
staff conferences, often with the help of 
the psychiatric or casework consultant or 
both. Throughout the study she had close 
working relationships with the ophthal- 
mologist and the pediatrician, both in re- 
gard to individual children and in con- 
sideration of larger aspects of the 
program. Of particular value to the par- 
ents was the continuing interest of the 
ophthalmologist in the progress of the 
child and the problems they were encoun- 
tering, long after the diagnosis had been 
made and when there were no further 
medical recommendations. 


METHOD OF STUDY 


For both psychologist and social work- 
ers the basic method, observation of the 
child in his environment, involved highly 
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subjective aspects of professional judg- 
ment-making. Recognizing the dangers in 
such a plan, they constantly looked criti- 
cally at both method and findings in an 
effort to secure disciplined and well-docu- 
mented evaluations. As the study pro- 
gressed detailed guides for observation 
and analysis of data evolved. 

The fact that the observations came 
from two disciplines provided a certain 
safeguard. Moreover, the fact that the 
same psychologist and the same social 
workers were gathering the data gave 
consistency to the factors operating in the 
judgments. Staff conferences and discus- 
sions with psychiatric, social-work, and 
research consultants were invaluable in 
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bringing up points particularly suscepti- 
ble to bias. Repeated observations over a 
period of time gave opportunities to test 
out and verify hypotheses. 

The original plan had been to follow 
all children in both groups in the longi- 
tudinal study until age 7 when their 
school progress and evaluation by the 
school authorities would serve as a check 
against the project’s predictions. Unfor- 
tunately, a decision to shorten the dura- 
tion of the project made the complete 
attainment of this objective impossible. 
However, the school experience of the 
older children served as partial confirma- 
tion. 

In the intensively studied group the 
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and 1.5 mg. Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at bedtime. May be 
habit-forming. Available on your prescription. 
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changes in test scores and rating of be- 
havior and individual development in re- 
lation to changes in the child’s total sit- 
uation provided a safeguard to subjec- 
tive judgment. There were added checks 
in the facts that the final analysis of psy- 
chological data was made by a psycholo- 
gist who had had no direct contact with 
the children and that the analysis of the 
social data was based on ratings made 
independently by the two social workers, 
from which all items producing signifi- 
cant differences of opinion had previously 
been eliminated. 

Two general methods were used for 
analyzing the quantitative psychological 
data from the test observations of the 
children in the three groups: 1) an item 
analysis to determine the percentage of 
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success on each item at each age level; 
2) rating scales for each child at each 
age interval plus a summary rating of 
the child’s functioning level as measured 
by the quantitative test data. 

Five-point rating scales were also de- 
veloped to indicate the social workers’ 
evaluation of the “opportunities for learn- 
ing” which the children in the intensive 
group had had and their prediction as to 
the level of functioning which could be 
expected from them (Prognostic Scale). 

The Opportunities for Learning Scale 
consists of 16 carefully defined items with 
a summary item 17 expressing the overall 
evaluation as follows: 


Extent to which the overall learning situa- 
ation has been favorable to the child’s total de- 
velopment with special reference to the degree 


of self-motivation, self-reliance, and active jn. 
terest in the environment. Consider quality of 
relationships, appropriateness of expectations, 
opportunities for success (in relation to moth- 
er’s evaluation of child’s accomplishment), type 
and variety of learning experiences both within 
the family and the larger community. 


The Prognostic Scale rated the child 
with respect to his degree of independent 
functioning, orientation, use of capacity, 
and extent of secondary handicap. 

Each child in the intensive group was 
rated also on “degree of blindness” and 
“orientation.” 

Though only children expected by the 
referring ophthalmologist to require 
braille in their education were included in 
the study, there was a wide range of de- 
gree of blindness, from children who 
were totally blind to some who had a 
considerable degree of useful vision. 
Each child was, therefore, rated on his 
degree of functional vision as observed 
by the staff. “Orientation” was defined 
in terms of the child’s ability to get about 
freely and independently and to relate 
himself to his environment. 

The rating-scale technique made possi- 
ble some useful comparisons of relation- 
ships between the child’s functioning as 
measured by psychological-test data and 
the complex interrelated factors in his 
environment. 


SUMMAPY OF FINDINGS 


Data gathered in the 5-year study have 
contributed substantially to the attain- 
ment of the project’s objectives and to 
providing a basis for answering the ques- 
tions raised at the outset. 

Analysis of the quantitative psychologi- 
cal data and school and other experience 
demonstrates clearly that the development 
of the blind child who has no other major 
physical handicap can be expected to fol- 
low an orderly progression in which he 
will be functioning up to the age level 
of the sighted group by the time he 
reaches regular school age. Probably 
even more significant, however, is the 
evidence from the study of the intensive 
group, that this orderly development takes 
place only to the extent that the total 
learning situation has been favorable for 
the child. 

The extremely wide range in the func- 
tioning level of blind children has been 
noted repeatedly, but comparatively little 
systematic study has been directed to the 
difficult problems of identifying factors 
which determine the development of the 
individual child and of finding ways in 
which his capacity can be properly as- 
sessed. Equally significant with the wide 
range in functioning found among differ- 
ent children in the project are the ex- 
treme fluctuations in test scores of indi- 
vidual children shown in the data provided 
by the longitudinal study. Almost with- 
out exception these fluctuations are found 
to be related to factors in the “child’s 
overall learning situation. The advan- 
tages of such records for an analysis 
of the factors contributing to the child’s 
development are obvious. 

But what then constitutes a learning 
situation which is favorable for the 
child’s optimal development? Here our 
experience runs counter to many of the 
traditional views with which the parent 
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is confronted as he tries to understand 
confusing and frustrating behavior. At 
the outset let me stress that we have 
found that blindness in and of itself is 
not the determining factor in the child’s 
development. Rather, failure on the part 
of adults to know what to expect of a 
blind child or how to encourage his opti- 
mal development creates the problems. 


As basic characteristics of “optimal de- 
velopment” the staff agreed that special 
attention should be given to the degree of 
self-motivation, self-reliance, and active 
interest in the environment displayed by 
the child. All three were areas that tra- 
ditionally have been expected to present 
particular difficulties to the blind child. 
All three were useful in differentiating 
children who were doing well from those 
who were making only limited use of 
their capacity. “Opportunities for learn- 
ing” also were considered in terms of 
their contributing to or delaying the 
emergence of these qualities. 


For purposes of summarizing the staff’s 
evaluation of the nature and quality of 
the child’s experience the detailed Oppor- 
tunities for Learning rating scale was 
used, summarized under the following 
headings: 1) quality of relationships; 2) 
appropriateness of expectations; 3) op- 
portunities for success (in relation to the 
mother’s evaluation of the child’s accom- 
plishment) ; and 4) type and variety of 
learning experiences both within the fam- 
ily and within the larger community. 
These ratings were then compared with 
the child’s rating on intelligence and so- 
cial-maturity tests and with the other 
variables being studied. 


As with all children, the basic in- 
gredient for encouraging the development 
of the blind child was found to be the 
kind of comfortable relationship with his 
parents wherein parent and child both ex- 
perience continuing satisfaction and en- 
joyment. Indeed the child’s “psychologi- 
cal” development in the limited sense of 
the term is dependent upon this type of 
relationship. Yet in the blind child, who 
depends on it most, the physical handicap 
operates against achieving it. This hap- 
pens not only, or even primarily, because 
of neurotic elements in the parents’ atti- 
tudes but because of the realistic prob- 
lems involved and the lack of sound guid- 
ance to give parents confidence in their 
ability to handle their child constructively. 


There is real danger in failing to ap- 
preciate the realistic basis for the par- 
ents’ anxiety or in assuming that prob- 
lems must be due to some personality 
defect on their part. Moreover, there is 
too little recognition of the heavy de- 
mands which meeting the child’s needs 
for optimal development imposes on the 
parents, demands which will tax all their 
resources of understanding, ingenuity, 
energy, and emotional stability for ex- 
tended periods of time. 

The blind child seems to be particularly 
sensitive to the feeling tones of the people 
around him even though his behavior 
often does little to suggest this to the 
inexperienced observer. This paradox 
highlights the importance of getting 
skilled counseling help to the parents as 
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soon as the diagnosis of blindness is es- 
tablished so that they can better under- 
stand the youngster’s often puzzling 
“lack of response” or “withdrawal” and 
learn how to encourage his reaching out 
to his environment, first to friendly per- 
sons, and through them, as he develops, 
to the world of things. 

This reaching out, which is being in- 
creasingly recognized as basic in the de- 
velopment of all children, assumes par- 
ticular importance in the case of the blind 
child, the very nature of whose handicap 
imposes a serious barrier to its achieve- 
ment. All too frequently his development 
is tragically warped and restricted be- 
cause of the tendency to assume that 
limited functioning is the necessary and 


inevitable result of his physical handicap. 
Rather the limitations are the response 
of the child who has been seriously de- 
prived both of emotional satisfactions and 
appropriate experiences at the successive 
levels of his development. 


EXPECTATIONS AND EXPERIENCE 


I have purposely avoided the use of the 
word “stimulation” throughout this dis- 
cussion because of the connotation which 
it so frequently carries of “doing some- 
thing to” the child rather than providing 
the kinds of opportunities which will 
motivate him to activity on his own part 
with encouragement and freedom to de- 
velop a mastery of his environment by 
the use of all his capacities. The children 
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fragile capillaries 
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themselves have taught us much about 
how they learn and, conversely, how 
often with the best intentions in the 
world, we get in the way of their learn- 
ing. Here the detailed records have been 
invaluable, and will serve to provide a 
better basis for determining appropriate 
expectations. 

Even recognizing the disadvantages of 
the pressure which comes from expecting 
too much of the child, we have come to 
feel that expecting too little in the early 
period is more prevalent and that this 
may be even more damaging to his de- 
velopment. Failure to observe and recog- 
nize the signs of readiness in the child’s 
behavior and to capitalize on them by 
providing maximum opportunity for 
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learning new skills is to place serious ob- 
stacles in the way of his orderly develop- 
ment. The inevitable frustration the child 
experiences is a major factor in creating 
emotional problems, often of great se- 
verity. This vicious circle is extremely 
difficult to break, whether the child’s pat- 
tern is one of withdrawal or of more ag- 
gressive behavior, such as extreme tan- 
trums. 

The existence of inadequate expecta- 
tions even among highly qualified profes- 
sional persons was illustrated recently in 
a meeting of a parents’ group. A promi- 
nent pediatrician, speaking on the devel- 
opment of normal children, said that most 
children begin to walk between 12 and 
16 months of age but that an even wider 


age range for beginning could be called 
“normal.” Unfortunately he added the 
comment that a blind child, however, 
could not be expected to walk before 2% 
years of age. One can only conclude that 
he was generalizing from a limited expe- 
rience. We have found that blind chil- 
dren can fit into the same pattern as 
sighted children and that some will walk 
as well under a year. Seriously delayed 
walking is usually only one result of con- 
ditions which are unfavorable for the 
child’s progress. 

Because of the poor motor develop- 
ment of many blind children we became 
particularly interested in trying to under- 
stand why some of the 4- and 5-year-olds 
in the intensively studied group were 
showing so much freedom and skill in 
their motor development and such a high 
degree of ability to get about independent- 
ly and to orient themselves in new situa- 
tions. These children were in marked 
contrast to the children whom we came 
to speak of as the blind blind children 
who showed little freedom or initiative in 
any area. 

We found that the children with good 
motor ability and orientation had all had 
“favorable opportunities” for this type 
of development, as we have come to de- 
fine such opportunities through the use 
of the rating scales, while the others had 
had serious limitations imposed in at least 
one important area. One can predict 
with confidence that the children who 
were able to get about freely will be 
adults who will travel independently, 
while we may have grave questions, so 
far as our present knowledge goes, as to 
the others. According to our findings, 
skill in orientation seems to bear little or 
no relationship to capacity as measured 
by the psychological tests or degree of 
vision. 

There has been such consistent evi- 
dence of the close relationship between 
the functioning of the blind child and 
his total life experience that we have 
been forced to the conclusion that any 
sound evaluation of his capacity depends 
upon an intimate knowledge of these in- 
terrelated factors. For example, we have 
repeatedly observed children whose func- 
tioning was below normal at the outset 
but who have improved in this as the 
parents have been helped to understand 
the child and meet his needs more ade- 
quately. We have also seen extreme, 
temporary regressions when disrupting 
family problems have occurred, such as 
illness in the family, the loss of the fa- 
ther’s job, or the birth of a young child 
who absorbed the mother’s attention for 
a time. To take the child’s functioning at 
such a time as evidence of his capacity 
is tragic in the extreme. 

Thus we have become convinced that 
retarded functioning in a blind child with 
no other major physical handicap should 
be presumed to be directly related to the 
complex social and environmental factors 
in his total experience until proven other- 
wise by intensive study. However val- 
uable the various test instruments can be 
in the hands of a skillful clinician, they 
are useful only if regarded merely as 
guides for observation and tools in the 
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study of the child and his family. There 
is no easy answer to the problem of dif- 
ferential diagnosis and no substitute for 
careful study by well-qualified staffs of 
all aspects of the problem—medical, psy- 
chological, and social—over an extended 
period of time if necessary. Unfortunate- 
ly such diagnostic services are not avail- 
able in most communities. 

In regard to the basic medical question 
that started us on the research, the evi- 
dence strongly supports the theory that 
the retarded functioning seen so often in 
children with retrolental fibroplasia is not 
the result of a true mental defect but is 
evidence of extreme deprivation of ap- 
propriate experience or of emotional dis- 
turbance, or both, which has developed 
because of misunderstanding of the child’s 
basic needs and failure to provide a fa- 
yorable learning situation for him. 


COUNSELING SERVICE 

Are there then specialized educational 
techniques which are needed by the blind 
child in the preschool period? We do 
not believe that there are in the usual 
sense of the word, though the matter is 
by no means as simple as the statement 
“the blind child is first of all a child” 
would seem to imply. Further under- 
standing of the blind child will come, we 
believe, as the best scientific knowledge 
of the development of all children is 
brought to bear on the study of the in- 
dividual blind child, against the backdrop 
of the accumulating scientific knowledge 
of the developmental patterns of blind 
children. 

One interesting aspect of the study has 
been the opportunity to work with leaders 
in the nursery-school field in placing blind 
children in regular nursery schools. Here 
the Nursery Committee of the Welfare 
Council of Metropolitan Chicago gave 
leadership, first in a study of the possi- 
bilities and then in accepting blind chil- 
dren into their own agencies. Substantial 
financial support from the Chicago Par- 
ents of the Blind and other interested 
groups has made placement in regular 
nurseries possible for any child ready for 
it. Through the combined efforts of the 
project staff and the preschool counseling 
service of the State Department of Pub- 
lic Welfare more than a hundred children 
in the Chicago area have enjoyed this 
experience. 

The success of the plans has been 
found to depend on the continued avail- 
ability of skilled counseling help both to 
the parents and to the nursery schools. 
We believe that such placement has great 
advantages for blind and sighted children 
alike when it is part of a long-range plan 
based on an understanding both of the 
needs of the individual blind child and 
what the particular nursery school has to 
offer. Nursery school without the neces- 
sary allied services both to the family 
and the school has, in our experience, 
been of doubtful value. 

There is increasing recognition of the 
imperative need for skilled casework 
service to parents, from the time of diag- 
nosis through the preschool period, by 
counselors who have understanding of 


Voi. 57, 1958 


of 


jllumi- 
Joading 


the problems of blind children. Such 
services should make use of and coordi- 
nate all the varied community resources 
which may be needed. Particular respon- 
sibility for leadership in the development 
of services, we believe, rests upon the 
medical and allied professions, not only 
because of their contact with the family 
at the crucial time of diagnosis but also 
because of their position at the “growing 
edge” in extending knowledge and devel- 
oping sound practices for prevention and 
treatment in the whole field of child de- 
velopment and mental health. 
Development of adequate services de- 
pends, however, not only upon training 
personnel who can put into practice what 
is already known but upon the extension 
of research methods and the continued 
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critical observation and evaluation of ex- 
perience. There is urgent need for re- 
search into the problems of the multiply- 
handicapped blind child and for the de- 
velopment of services for the poorly 
functioning and the emotionally disturbed 
children for whom institutionalization is 
too often the only provision. The diffi- 
culty in finding effective ways for treat- 
ing these severely—and in many cases un- 
necessarily—handicapped children is a 
compelling argument for providing the 
needed preventive services that will en- 
able the parents to meet the total needs 
of the child at the successive levels of 
his development. Here our knowledge is 
far in advance of the application of it to 
meet the varied needs of individual blind 
children and their parents. 
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Continued progress 
against 
tuberculosis* 


The mortality from tuberculosis in the 
United States, which has been decreas- 
ing for many decades, accelerated its rate 
of decline in recent years. Between 1949 
and 1956 the age-adjusted death rate 


*Reprinted {rom Statistical Bulletin, Metro- 
politan Life Insurance Company, November 
1957. 
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from the disease fell no less than 70 per- 
cent—from 25.5 to 7.6 per 100,000 popu- 
lation—compared with a reduction of 35 
percent in the preceding seven-year pe- 
riod. Figures available thus far in 1957 
indicate that a new low may be estab- 
lished this year. 

Both white persons and nonwhites have 
shared in the accelerated downward 
trend in mortality from the disease. The 
recent gains have been particularly 
marked among white females. Their age- 
adjusted death rate from tuberculosis was 
down to 3.6 per 100,000 in 1955, a de- 
crease of more than 70 percent since 
1949. For white males the corresponding 
reduction was about 60 percent. In the 
nonwhite population, too, females have 


made more rapid progress than males in 
the control of tuberculosis. Hence, the 
mortality from the disease is being in- 
creasingly concentrated among males, In 
1955 the death rate for males was about 
twice that for females among nonwhites 
and not far from three times that for fe- 
males among white persons. It is also 
apparent that the rate continues to be 
much higher in the nonwhite than in the 
white population. 


An accelerated reduction in tuberculosis 
mortality is manifest at every age period, 
Between 1949 and 1955 the decrease was 
nearly 90 percent for the total population 
at ages 5-24 years, and exceeded 70 per- 
cent at the other age groups under 45, 
But in the prior six-year period, from 
1942 to 1948, the maximum reduction— 
which occurred at ages 5-24 years—was 
little more than 50 percent. 


The major factor in the reduction of 
tuberculosis mortality has been the de- 
crease in number of active cases of the 
disease. Also of significance has been 
the diminishing proportion of young peo- 
ple with primary tuberculosis infection, 
demonstrated by numerous studies of tu- 
berculin tests of school-age children. The 
great majority of people in our country 
now reaching age 20 react negatively to 
the test. 


The improvements in tuberculosis mor- 
tality reflects also intensified efforts to 
detect the disease and newer methods of 
treating it. Case-finding programs have 
been greatly expanded, and in 1955 more 
than 10 percent of the population in our 
country received chest X rays. Further- 
more, the development of various drugs 
and of new surgical procedures in the 
treatment of the disease has improved 
the outlook for patients. Drug therapy 
has been widely adopted and probably 
most tuberculous patients currently are 
treated with one or more of these drugs. 

It would be a serious mistake to un- 
derestimate the magnitude of the tuber- 
culosis problem which still exists. The 
number of persons in the United States 
with active tuberculosis is estimated to 
be 250,000, or 150 per 100,000 population. 
Of this total, only about 60 percent are 
known to public health authorities, which 
means that there are still about 100,000 
unidentified persons with active disease; 
the latter group constitutes a major reser- 
voir of infection. The potential danger 
of spreading tuberculosis has been in- 
creased by the large number of patients 
who are being treated at home—a de- 
velopment made possible by changes in 
the medical care of the disease. How- 
ever, even now more than half the known 
patients with active disease receive ex- 
tended periods of hospital care. In addi- 
tion to active cases, there are approxi- 
mately 550,000 people who have inactive 
tuberculosis, and 1,200,000 more who have 
had the disease but who do not require 
public health supervision. Altogether, the 
total of persons with a past or present 
history of active tuberculosis is approxi- 
mately 2,000,000. Moreover, migration 
from areas outside continental United 
States and contacts with countries where 
tuberculosis is still rampant provide con- 
tinuing reservoirs of infection. 


JourNnaAL A.O.A. 


| 
7 ake 
ay 
{ Za a 
eee 
! 
= 


The campaign against tuberculosis needs 
to be carried on intensively until the dis- 
ease is completely stamped out. As the 
Public Health Service points out, major 
emphasis in case finding should be placed 
on those groups of the population where 
the tuberculosis problem is now largely 
concentrated: low income groups, mi- 
grant workers, people in institutions, and 
those known to be exposed to the dis- 
ease. At the same time, the methods 
used to control the disease need to be 
modified in the light of the fact that an 
increasing proportion of active cases are 
found among people past midlife. Some 
promising results. in preventing the dis- 
ease have come from the use of anti- 
tuberculosis drugs, but further research 
is nevertheless required in this field. The 
search for still better drugs and better 
programs of treatment is continuing. 


Hearing and 
acoustical 


handicaps* 
LeRoy D. Hedyecock, Ph.D.¥ 


The problems attending the failure to 


shear normally can hardly be understood 


without some grasp of what normal hear- 
ing is like. This understanding must go 
beyond the physical characteristics of 
sound and beyond the organic reception 
of auditory stimuli. It must include an 
awareness of the psychological and social 
effects of audition. Apparently it is diffi- 
cult to establish the concept that hearing 
may differ not only in degree but also 
in kind. Every clinician concerned with 
hearing is familiar with reports that a 
patient can hear “real well” and yet fails 
to understand much of what is said to 
him. Most of us know of persons who 
literally can hear a pin drop but still have 
difficulty in oral communication. Such in- 
stances, along with observation and study 
of persons with severe loss of hearing, 
point to the important fact that deafness 
brings about a qualitative as well as a 
quantitative change in the total pattern 
of sensory perception." 


SOUND HEARD BY THE NORMAL EAR 


A brief description of how we hear 
will illustrate some of the possibilities 
for difficulty in the function of hearing. 
Although its performance is taken for 
granted, the normal ear actually is one of 
Nature’s most remarkable creations. Phys- 
icists tell us that the normal ear is capa- 


*Reprinted from Public Health Reports, Sep- 
tember 1957. 

tDr. Hedgecock is with the section of oto- 
laryngology and rhinology, Mayo Clinic and 
Mayo Foundation, Rochester, Minn. The Mayo 
Foundation is a part of the Graduate School of 
the University of Minnesota. 
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ble of detecting changes as small as 1-bil- 
lionth of the atmospheric pressure on the 
eardrum.’ For the convenience of avoid- 
ing the large numerical differences that 
would be involved if measurements were 
made in actual acoustic pressures, the 
measurement of sound intensity usually 
is expressed in logarithmic units known 
as bels and decibels. This system has no 
fixed quantity, but rather it expresses a 
ratio of two quantities such as double, 
triple, tenfold, and so on. On such a 
scale the intensity range of the normal 
ear for a 1,000-cycle tone is approximate- 
ly 120 decibels. On most audiograms the 
zero-decibel level represents the intensity 
at which normal ears can just detect a 
tone. Loss of hearing then is expressed 
as so many decibels above that intensity. 


The range of audible frequencies for 
normal human ears extends from ap- 
proximately 20 to 20,000 cycles per sec- 
ond. It may orient our thinking to re- 
member that the pitch of middle C on the 
musical scale is approximately 250 cycles 
per second. The range of frequencies 
that are important for conveying a speech 
signal is from about 300 to 3,000 cycles 
per second. The frequencies ordinarily 
measured by an audiometer are from 125 
to 10,000 cycles per second. 

The total number of pure tones that 
most ears can distinguish on the basis of 
both frequency and intensity is on the 
order of 340,000.2 We know, of course, 
that most of the sounds we hear are not 
of a single frequency nor at a single in- 
tensity. Instead they are combinations of 
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frequencies and intensities that 


change almost continuously. The result is 
that the normal ear is responsive to a 
practically infinite variety of sound pat- 
terns. This is possible because of the 
highly specialized and delicate structure 
of the human ear. 


STRUCTURE AND FUNCTIONING OF 
THE EAR 

For purposes of study and description, 
the ear may be divided into three parts: 
the outer ear, the middle ear, and the in- 
ner ear. The outer ear of man is not very 
complex. It consists simply of the visible 
auricle on the side of the head and the 
external auditory canal that forms an un- 
obstructed passageway of air to the ear- 
drum. 

The middle ear is more complex, both 
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structurally and functionally. It serves 
as a mechanical transducer of sound vi- 
brations from the surrounding air to the 
fluid of the inner ear. The eardrum 
(tympanic membrane) separates the 
outer ear from the middle ear. Attached 
to this membrane and extending across 
the space of the middle ear to the wall 
of the inner ear are three small bones 
(ossicles) known as the hammer (mal- 
leus), anvil (incus), and stirrup (stapes). 
These tiny bones function as a kind of 
lever mechanism in transmitting the mo- 
tion of the eardrum to the inner ear. 
The airspace of the middle ear is con- 
nected with the nasal cavity by the 
eustachian tube. This opening provides 
ventilation of the middle ear and permits 
equalization of air pressure inside and 
outside the eardrum. 


Between the middle and inner portions 
of the ear are two openings in the bony 
partition: the oval window and the round 
window. The footplate of the stirrup fits 
into the oval window in such a way as to 
respond with a rocking motion when vyi- 
bration causes movement of the drum 
membrane and ossicular chain. The round 
window is closed by a flexible membrane 
which permits movement of the fluid in 
the inner ear when changes in pressure 
occur at the oval window. 

The inner ear is a highly complex and 
delicate structure embedded deep within 
the temporal bone. It occupies a space 
that is shaped like a snail shell and is 
known as the cochlea. Within the cochlea 
is an intricate arrangement of cells that 
make up the organ of hearing. This 
organ is supplied with nerve endings 
from the eighth cranial nerve, which car- 
ries auditory impulses to the brain. Ad- 
jacent to the cochlea and continuous with 
it are the vestibule and three semi-circu- 
lar canals. These chambers also have 
special sensory structures that are sup- 
plied by a branch of the eighth nerve. 
Their function is to provide the sense of 
equilibrium. 

In addition to the specialized struc- 
tures of the inner ear, the whole laby- 
rinthine chamber is filled with fluid that 
serves as the medium for conveying vi- 
bration or movement to the enclosed sen- 
sory organs. 

Beyond the stage of cochlear reception 
hearing becomes a function of nerve and 
brain activity. For the most part this 
process defies simple description. How- 
ever, some of the significant biological 
functions of hearing can be presented 
briefly.* In its simplest form hearing is 
unconscious. The hearer reacts to the 
background of sound in his environment 
without being aware of most of it. Any 
sudden change or unusual pattern of 
sound is likely to raise hearing to the 
signal or warning level. At still higher 
levels of function it permits communi- 
cation by language and appreciation of 
auditory beauty. Each of these functions 
is important to the comfort and well- 
being of the person. Even the unconscious 
perception of background noises estab- 
lishes a sense of contact and unity with 
the environment; lacking it, one is likely 
to feel isolated and uneasy. At the signal 
level hearing serves the practical pur- 
poses of protecting the person and direct- 
ing much of his activity. The most im- 
portant aspects of this function in hu- 
mans are at the intellectual and_ social 
levels, where hearing permits easy ac- 
quisition of language and fluent oral com- 
munication. 


MEDICAL TREATMENT 

I will not attempt to review the prob- 
lems of medical treatment and restora- 
tion of hearing in patients whose auditory 
handicap is temporary. Among childrem 
this group is large. It constitutes an area 
in which programs for the conservation 
of hearing are highly fruitful. Much of 
the deafness caused by infections in the 
middle ear or other obstructions to the 
transmission of sound can be corrected 
or alleviated by surgical or other medical 
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treatment.° With prompt and proper care 
most children having conductive deafness 
can be treated successfully. This is true 
for adults as well as children, but. con- 
ductive impairments in adults are not so 
commonly without complications. 


A significant cause of conductive deaf- 
ness in adults is a change in the bony 
wall of the inner ear known as otoscle- 
rosis. Certain patients with this condition 
are suitable candidates for the fenestra- 
tion or the mobilization operations. If 
such treatment is successful, these pa- 
tients usually regain sufficient hearing to 
understand speech satisfactorily although 
the acuity for sound is not likely to be 
entirely normal. 


A significant number of children and 
the majority of adults with difficulty in 
hearing have some degree of perceptive 
deafness. This means that either the inner 
ear or the auditory nerve fails to respond 
normally to sound. In most instances this 
type of deafness cannot be corrected by 
any type of treatment, and for many of 
this group, compensation by the use of 
hearing aids and educational rehabilita- 
tion are particularly important. 


COMPENSATORY SKILLS 


The variations that may occur in audi- 
tory impairments are many. However, 
there are basic principles that apply to 
deafness in general. The problems of 
each individual, may be expected to vary 
not only with the type and degree and 
age at onset of his deafness, but with 
other physical and mental characteristics 
and with the environment in which he 
functions. 


Despite some misconceptions about the 
more subtle problems that are created by 
deafness, there is general cognizance of 
the basic nature of the handicap. Most 
enlightened persons now realize that 
deafness is primarily a sensory depriva- 
tion and an obstacle to communication 
rather than an intellectual defect as it 
was once thought to be. Most people 
know that deafness usually can be com- 
pensated for to a successful degree by 
the development and utilization of other 
senses and skills. They know that most 
deaf persons can and do take responsible 
and productive places in society. It is 
doubtful, however, whether many people 
are aware of all the means by which 
this compensation is achieved. Probably 
few understand the pervasive psychologi- 
cal and social significance of deafness. 
The very fact that the communicative 
handicap looms so large tends to obscure 
other aspects of the problem. 

In the normal person, hearing and 
vision work together in a supplementary 
relationship to orient him to both his im- 
mediate and his distant environment. 
Vision is directed primarily to the fore- 
ground, while hearing is non-directional, 
encompassing the background as well as 
the foreground. Vision is limited by dark- 
ness and by obstructions and is essentially 
nonfunctional during sleep. Hearing 
functions keenly in the dark, around cor- 
ners, through most doors and walls, and 
even to a substantial degree during sleep. 
If this comparative analysis of the two 
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major senses were to be continued into 
every detail of our lives, we would un- 
derstand why Helen Keller has said that 
she regrets the lack of hearing more than 
she does the lack of sight. 

In the absence of hearing, vision must 
carry most of the burden of perceiving 
things at a distance, although the tactile 
sense may be employed for this to some 
extent. For example, most deaf persons 
are able to feel the vibrations produced 
by an airplane overhead or a clap of 
thunder or the stamp of a foot on the 
floor. From time to time speculations 
have arisen as to whether the deaf as a 
group possess keener visual acuity and 
sharper powers of observation than do 
those with normal hearing. Although 
this supposition has not been demonstrat- 
ed conclusively, it has a sound underlying 


premise. It acknowledges that the se- 
curity of the individual is threatened by 
the sensory defect and the individual thus 
threatened is challenged to mobilize his 
remaining resources more effectively. He 
develops compensatory skills in order to 
meet the demands of his environment. 
In addition to visual and tactile im- 
pressions, the deaf person may develop 
an acute awareness of kinesthetic sensa- 
tions. This helps him to feel and inter- 
pret his own movements more effectively 
and becomes an important gauge for con- 
trolling the production of speech. Indi- 
viduals differ in the extent to which the 
kinesthetic sense develops naturally, and 


no method is certain to produce efficient 


kinesthetic control of speech muscles. 
However, if a patient is properly encour- 
aged to attempt speech and to pay close 
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attention to the visual and tactile clues, 
he can usually establish some muscular 
feeling for speech.* 

Persons who lose their hearing after 
speech has developed usually retain much 
of their articulatory skill, but over a 
period the quality of their voices is likely 
to change considerably. Their speech 
usually remains intelligible to most listen- 
ers, although it may lack proper intona- 
tion and rhythm. Early attention to vis- 
ual, tactile, and kinesthetic sensations 
should do much toward maintaining ade- 
quate speech after loss of hearing. 

The speech of persons with partial 
deafness may be expected to vary with 


the type, degree, and conditions of onset _ 


of deafness. The partially deaf person 
most commonly hears the vowel sounds 
and most of the rhythm patterns while 
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missing many of the consonants and 
much of the inflection of the voice. Fre- 
quently this results in articulatory diffi- 
culty and some degree of monotony in 
vocal quality. Partially deaf persons are 
likely to be unaware of their speech dis- 
orders because they reproduce speech as 
they hear it. The first step in treatment 
for this group is to determine whether 
amplification will improve the auditory 
signals that are desired. The majority 
of those with moderate to severe deaf- 
ness can learn to use a hearing aid to 
some advantage. Occasionally the use of 
a hearing aid is the only requirement for 
adequate rehabilitation of a partially deaf 
person; more often it is necessary or at 
least desirable to provide training in 
auditory, visual, tactile, and kinesthetic 
perception. 


USE OF THE HEARING AID 


It is impractical to lay down a rigid 
set of standards for the determination 
of benefit from a hearing aid. Most of 
the values are relative. That which is 
significant to one person may be unim- 
portant to another. Even two individuals 
whose audiograms are identical may not 
benefit equally from--amplification... One 
may distinguish sounds well enough to 
derive considerable help in understanding 
the speech of others, while another may 
benefit primarily by the increased sensa- 
tion of his own voice. No person with 
perceptive deafness should expect com- 
plete compensation. A hearing aid does 
not improve the ability to hear; rather 
it may improve the signal to be heard. 
Despite this fact and despite all the limit- 
ations and problems imposed by hearing 
aids, they have been a tremendous boon 
to millions of people with partial deaf- 
ness. Certain general principles and 
guideposts may be used in helping to de- 
termine who should wear a hearing aid. 

It is appropriate to consider a hearing 
aid for most persons with a permanent 
loss of hearing in the better ear of be- 
tween 35 and 95 decibels for speech fre- 
quencies. The greatest degree of benefit 
and satisfaction from amplification is 
likely to be experienced by those with 
hearing losses for speech of from 35 to 
75 decibels. Most persons in this group 
can learn to use a hearing aid well 
enough to permit satisfactory communi- 
cation under favorable circumstances. 
The majority of them can develop and 
maintain intelligible speech. With a 
combination of personal initiative, proper 
training, and use of a hearing aid, the 
handicap produced by moderate degrees 
of deafness can be reduced to a mini- 
mum. In most instances it need not inter- 
fere with pursuit of normal vocational 
and social activities. 

It is not uncommon to find individuals 
with losses of from 75 to 95 decibels who 
cannot tolerate enough amplification to 
do any important good. This is the usual 
circumstance for those with losses greater 
than 95 decibels in the speech frequen- 
cies. Nevertheless, if any hearing for 
speech remains, it is advisable to try a 
hearing aid and to provide training in the 
use of residual hearing. As a general 
rule, those who have heard enough to 
acquire formal speech and language be- 
fore their loss of hearing will derive 
greater benefit from amplification than 
those who have never been accustomed 
to interpreting sound patterns. Also, 
those whose audiograms are relatively 
flat may expect better results than those 
with markedly falling curves or other 
highly irregular patterns of auditory 
threshold. 

The physical inconvenience of hearing 
aids has always been a factor in discour- 
aging people from using them. This, com- 
bined with false pride and the substantial 
expense of the instruments, has deterred 
their acceptance to a considerable extent. 
The fact that a moderate impairment of 
hearing is not readily apparent seems to 
promote the tendency to hide it, or even 
to deny its existence. This obstacle and 
that of inconvenience have been re- 
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duced greatly in recent years by the 
development of small, highly efficient, in- 
conspicuous instruments. It is obvious 
that consumers have paid for this devel- 
opment by numerous and expensive pur- 
chases of hearing aids. It is no secret 
that many users of hearing aids have 
bought 2 or 3 or even more instruments 
before they learned to use one effectively. 
The justification for the usual price of a 
hearing aid is that the agent is supposed 
to provide extensive service to those who 
find it difficult to learn to use the instru- 
ment. Part of the adjustment of a person 
who wears a hearing aid includes an un- 
derstanding of the operation and mainte- 
nance of the instrument.” 


AUDITORY TRAINING 


Auditory training and practice in listen- 
ing can play an important part in the 
adjustment to a hearing aid. Many new 
sounds are introduced by the use of an 
instrument, and virtually all sounds are 
changed in quality. It is difficult for 
many persons to become accustomed to 
these changes. Although they receive 
more sound than they did without ampli- 
fication, it may have little value until 
they learn to interpret it. This learning 
may be facilitated by instruction and sys- 
tematic practice. In a complete program 
of auditory training, opportunity is pro- 
vided to progress from relatively easy 
distinctions between sounds that are 
grossly different to finer and more com- 
plex discrimination. The stimulation may 
range from the booming of a drum or 
blaring of a siren to the rustle of leaves 
or the production of a voiceless conso- 
nant. When it is attainable, the emphasis 
in discrimination is placed on interpreta- 
tion of speech. Listening for pleasure 
is encouraged by using rhythm and music 
for auditory stimulation. 

Both the starting points and end results 
of auditory training vary widely for dif- 
ferent individuals. Some may never 
achieve more than gross discrimination, 
while others can learn to distinguish 
words effectively. Although the degree 
and type of deafness and the effective- 
ness of auditory training usually are re- 
lated, no fixed rule can be applied to 
determine the exact value of such train- 
ing. It must be assumed that all persons 
with some residual hearing have the po- 
tentiality for utlizing it to advantage. 
An extensive program in auditory train- 
ing is recommended particularly for chil- 
dren who have never heard well enough 
to acquire normal speech and language 
and for all those who experience unusual 
difficulty in adjusting to a hearing aid. 
Hopkins and Hudgins*® have suggested 
that even though it is not possible to pre- 
dict from the audiogram how much a 
child will profit from auditory training, 
all acoustically handicapped children seem 
to derive some benefit from it and should 
have every opportunity to continue train- 
ing throughout their school lives. 


SCHOOLS FOR CHILDREN 


Children with deafness of less: than 60 
decibels for speech usually can adjust 
and make satisfactory progress in the 
regular classroom if they have learned 
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to wear a hearing aid and are given a 
moderate amount of special help in the 
development of communicative skills. 
Those with losses of between 60 and 75 
decibels are likely to need a substantial 
amount of special help, but many can 
participate profitably in the program of 
the regular school. If proper instruction 
is available and if adequate adjustments 
are made, it is desirable to keep these 
children in the regular classrooms. When 
circumstances are not favorable for a 
partially deaf child in the regular class- 
room, or if he fails to adjust to this 
environment, it may be necessary to pro- 
vide a special class or special school en- 
vironment. For children whose deafness 
for speech is greater than 75 decibels, it 


usually is best to provide a special school 
that is large enough for appropriate 
grouping and is staffed by teachers who 
are highly trained for teaching the dea‘.’ 
Those whose losses of hearing for speech 
are greater than 75 decibels usually have 
considerable difficulty in learning; the 
results are limited even after a period of 
training and adjustment. 


SPEECH READING 


When hearing is absent or nearly so, 
the principal means of compensation is 
visual perception. Regardless of the de- 
gree or kind of deafness, lip reading—or 
more properly, speech reading—can play 
a vital role in the process of rehabilita- 


tion. For countless numbers of persons 
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with mild impairments of hearing, the 
practice of speech reading permits ade- 
quate adjustment for normal activities. 
For those who are severely deaf it is the 
chief means of understanding the speech 
of others. For those with moderate de- 
grees of deafness it complements the 
auditory function in a remarkable way. 
Fortunately, the elements of speech that 
are weakest in acoustic power, and there- 
fore are heard poorly, have distinctive 
positions or movements that are readily 
visible. 

All persons who see adequately can 
read speech to some extent. Every ges- 
ture and expression that a speaker ex- 
hibits gives the listener certain informa- 
tion. As gestures of the hands and body 
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can come to have meaning, so can mo- 
tions of the lips, tongue, and face. In- 
terpretation of these motions is, of course, 
the skill known as speech reading. It 
must be borne in mind that by no means 
all the positions and movements of the 
speech structures are visible to the ob- 
server. He sees only partial patterns and 
those only fleetingly. There are several 
pairs of consonant elements in which 
positions and movements are visibly the 
same. This causes many words and 
phrases to appear identical. Often the 
speech reader must rely on context and 
a sense of appropriateness to determine 
what has been said. Differences in the 
way people speak also contribute to the 
problems of the speech reader. People 


who talk with little movement of the 
lips with cigarettes and pipes in their 
mouths are difficult to understand. Ex. 
tremely rapid or unusually slow speech 
hard to interpret. Unique skill and artis- 
try is required for becoming highly pro- 
ficient in speech reading. On the other 
hand, nearly everyone can do it to some 
degree; but often the main task in teach- 
ing speech reading to adults is to con- 
vince them that it is within their power 
to grasp it. 

The ability to read speech varies just 
as other abilities do. In some it develops 
naturally, even without special training, 
Others require laborious teaching, and 
still others never become proficient. It 
seems to depend more on an inherent 
knack or aptitude than on general intelli- 
fence or diligent study.“ The person 
who can seize partial clues instantane- 
ously artd synthesize them into meaning- 
ful patterns is likely to be adept at read- 
ing speech. 

It is difficult, if not impossible, to as- 
sess or predict the degree of accomplish- 
ment that will result from instruction in 
speech reading. Nevertheless, it is ap- 
propriate to provide well-planned pro- 
grams of instruction and practice for all 
those with a significant impairment of 
hearing. Practically all educational pro- 
grams for acoustically handicapped chil- 
dren should and do include training in 
speech reading. Many programs of in- 
struction for adults as well as children 
are made available by the chapters of 
the American Hearing Society and by 
other agencies such as university clinics 
for speech and hearing therapy and com- 
munity evening classes. There is need 
for expansion of these services, but an 
ever greater need is for the acoustically 
handicapped themselves to learn of the 
benefits that can be gained by a deter- 
mined effort to overcome their handicap. 


COMMENT 


Important as oral communication is, it 
is not the only means of communication 
and it is not a prerequisite for acceptable 
behavior or competent performance of 
many tasks. The deaf or hard of hearing 
person should be encouraged and guided 
in the development of appropriate compen- 
sations that will provide a sense of secur- 
ity and satisfaction. Frequently, this may 
be done most effectively by emphasizing 
activities and abilities that are not directly 
dependent on hearing. The deaf person 
who excels in his work or play, whatever 
it be, will find that the communicative 
problem is lessened. Actions do indeed 
speak more strongly, if not louder, than 
words. An accurately drawn blueprint, or 
a finely tailored garment, or a beautifully 
prepared meal will speak eloquently for 
itself. The producer need not give nor 
listen to an oration on its merits. 

Auditory impairment of ‘any degree 
need not interfere with acceptable be- 
havior and development of a child nor 
with useful and happy adjustment of an 
adult. Acceptance of this premise should 
not be interpreted to mean that deafness 
is no handicap. On the contrary, it must 
be recognized that any significant degree 
of deafness imposes a serious deprivation. 
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Histoplasmosis* 


Chester W. Emmons, Ph.D.t 


Just 51 years ago at Ancon Hospital in 
the Canal Zone, Dr. Samuel T. Darling, 
in one of his studies observed and first 
described histoplasmosis.* This mycosis, 
perhaps more than any other, has drawn 
the attention of the medical world to the 
importance of fungus infections of man. 
The discovery was actually a byproduct 
of a search for another disease. The fre- 
quent occurrence of splenomegaly and the 
known occurrence of cutaneous leish- 
maniasis in Latin America had suggested 
to observers that visceral leishmaniasis 
also might occur in that area. Darling 
was searching for kalaazar when, on De- 
cember 7, 1905, examining smears from 
lungs, spleen, and bone marrow he ob- 
served enormous numbers of oval cells 
1-4u in size, situated free or in alveolar 
epithelial cells. Influenced no doubt by 


*Reprinted from Public Health Reports, No- 
vember 1957. 

~Dr. Emmons, of the Laboratory of Infec- 
tious Diseases, National Institute of Allergy 
and Infectious Diseases, Public Health Service, 
Bethesda, Md., gave a talk on which this paper 
is based before the Second Inter-American 
Medical Convention, April 3, 1957. The con- 
vention was sponsored by the Medical Associa- 
tion of the Isthmian Canal Zone and met at 
the University of Panama. 
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the objectives of his search, he believed 
the intracellular organisms were flagellate 
protozoa and he proposed for them the 
name, Histoplasma “capsulata,” the spell- 
ing of which he corrected in a later 
paper. 

DARLING’S THREE CASES 


The patient was a Martinique Negro 
admitted to the hospital only 2 days be- 
fore with a disease which resembled 
miliary pulmonary tuberculosis. Two 
other cases came to Darling’s attention 
within the space of 2% years, and in a 
second paper* he repeated almost ver- 
batim his description of the first case and 
recorded in equally discriminating clinical 
and pathological detail cases 2 and 3. 
The second patient, like the first, was a 


Martinique Negro recently arrived in the 
isthmus and the third was a Chinese, a 
native of Canton, who had been in the 
isthmus for 15 years. Darling found only 
these 3 cases among 33,000 hospital ad- 
missions and concluded that the disease 
was very infrequent in occurrence. He 
unsuccessfully sought the etiological 
agent in surface ground waters and in a 
wide variety of native animals and in- 
sects. 

In a third paper published in 1909* he 
again reported the three cases. in detail 
and described histoplasmosis as a fatal 
infectious disease characterized by spleno- 
megaly, emaciation, irregular pyrexia, 
leukopenia, and anemia with invasion of 
endothelial cells in the smaller lymph 
and blood vessels by enormous numbers 
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of micro-organisms. He described ne- 
crosis of the liver, splenomegaly, pseudo- 
granulomata of the lungs and intestines 
with ulcerations of the latter, and with 
necrosis of lymph nodes draining injected 
viscera. Although his concept of the dis- 
ease included certain errors of interpre- 
tation and, being based upon a study of 
three fatal cases, did not encompass the 
full gamut of manifestations and degrees 
of severity recognized today, he drew a 
surprisingly accurate picture of fatal his- 
toplasmosis. 

Darling was convinced by this time 
that the disease no longer existed in 
Panama, and he conciuded his third pa- 
per in almost the same phraseology used 
in his second with the prophetic state- 
ment, “The mode of infection and the 
portal of entry are unknown; these to- 
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gether with the zoological status of the 
micro-organism may yet be ascertained 
by physicians living in less salubrious re- 
gions of tropical America than Panama 
and in those not yet disturbed by the 
sanitarian.” 


TWENTY YEARS LATER 


Histoplasmosis did indeed seem to have 
disappeared from Panama. It was next 
reported 20 years later and 3,000 miles 
away in Minnesota,‘ but under what degree 
of neglect on the part of the sanitarian 
we are not told. It reappeared also in the 
tropics in 1926 with the fifth report of a 
fatal case in a Honduran laborer on a 
banana plantation.’ Although the next 
report actually from the isthmus was that 
of a canine case reported by Tomlinson 
and Grocott in 1945,° it is now apparent 


that histoplasmosis is of frequent occur- 
rence in Panama and undoubtedly there 
has been no interruption in its occurrence 
as a common but inapparent disease in 
this area. The evidence from skin tests" 
and soil isolations’ in Panama supports 
this concept. 

Actually, the fourth human case of 
fatal histoplasmosis to be recognized in 
Panama was reported by Draheim, Mit- 
chell, and Elton” in 1951, 45 years after 
Darling’s original observations. Recent 
evidence of human benign infection in 
Panama comes also from Puckett’s very 
important studies of coin lesions (histo- 
plasmomas) and healed granulomas in 
which, by special staining, he was able to 
demonstrate Histoplasma." Nine of the 
men in his series of 22 had lived 2 years 
or more in Panama. In an expanded se- 
ries reported by Forsee, Puckett, and 
Hagman,” 13 of 30 patients with such 
lesions had lived in Panama from 2 to 5 
years, and there was acceptable evidence 
that the lesions developed during resi- 
dence in Panama in 4 of these men. 


The 45-year interval between Darling’s 
and Draheim’s cases does not reflect a 
complete disappearance of Histoplasma 
from Panama during that time. Tomlin- 
son and Grocott’s canine case reported in 
1945 has already been mentioned. An ac- 
cidental but very important discovery by 
Zimmerman of a human case of benign 
histoplasmosis helps to fill in a segment 
of the history. Reexamination with spe- 
cial stains of a solitary pulmonary lesion 
in a 4-year-old Panamanian child dying 
in 1931 with another disease revealed 
Histoplasma in the necrotic center of the 
healed granuloma.” It may be anticipat- 
ed that further studies of similar material 
will yield evidence of additional unrecog- 
nized cases of benign histoplasmosis span- 
ning this period when histoplasmosis was 
overlooked in the country where it was 
first observed and described. 

I am well aware that to this point my 
historical review of histoplasmosis is fa- 
miliar, that many severe cases of histo- 
plasmosis have been recognized during 
the past 2 years in Panama, and that cur- 
rent interest in the mycosis has revealed 
many as yet unpublished facts about its 
frequency and importance there. 


STATUS TODAY 


Today histoplasmosis is known in some 
22 countries of the world,” including 
highly sanitized as well as _ primitive 
areas. Histoplasmosis is not exclusively 
a disease of the tropics or of the United 
States, where it has been most intensively 
studied, nor is it a disease of unhygienic 
geographic areas in the usual connotation 
of that phrase. Neither is it a protozoan 
disease, nor a usually fatal disease as 
Darling supposed, but these are details 
in the delineation of the mycosis which 
detract little from the accuracy of its 
first description and not at all from the 
genius of the describer. 

There have been many steps in the de- 
velopment of our current knowledge of 
histoplasmosis, but before I review some 
of these in chronological order, I want 
to mention another recent significant con- 
tribution from Panama. One of the diag- 
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nostic problems that benign histoplasmo- 
sis has presented is a nonspecific and 
often minimal host reaction and a paucity 
of fungus cells in minimal lesions. A 
histopathological diagnosis, consequently, 
has often been missed, particularly in old 
healed lesions where the fungus, presum- 
ably, is dead. A number of selective 
stains have been proposed and used with 
eminent success, but most of these stain 
old or dead cells poorly. The most use- 
ful stain for the demonstration of Histo- 
plasma in old, quiescent and healed le- 
sions is the modification of Gomori’s 
methenamine-silver-nitrate technique as 
applied in the laboratories of Gorgas 
Hospital (formerly Ancon Hospital) and 
reported by Grocott.” This modification, 
as he modestly states, does not supplant 
such stains as the periodic acid-Schiff 
and the Gridley stains, but it makes cells 
of Histoplasma and other fungi so con- 
spicuous in the section of an old necrotic 
or partially calcified lesion that their 
demonstration no longer presents a seri- 
ous problem. 


Discoveries and developments leading 
to present concepts of histoplasmosis have 
been reviewed in many papers. Da Rocha- 
Lima’s opinion,” accepted by Darling ac- 
cording to Meleny,” that Histoplasma 
was a fungus was fully verified in 1934 
when Tompkins at Vanderbilt University 
made the first antemortem diagnosis of 
histoplasmosis by examination of a blood 
smear.” DeMonbreun isolated in culture 
and described in great detail the growth 
of the fungus under varying environ- 
mental conditions.” Hansmann and 
Schencken™ isolated the fungus in the 
same year, but, because of certain clinical 
features observed in their patient, they 
did not immediately reach the diagnosis 
of histoplasmosis. 


Year by year additional cases were re- 
ported until in 1945 Parsons and Zara- 
fonetis” reviewed 71 cases, in only 4 of 
which the patient had survived to the 
time of report. 

.In the meantime an increasing mass of 
evidence indicated that, in certain geo- 
graphic areas at least, a pulmonary disease 
generally assumed to be healed tuberculo- 
sis must have some other etiology.*™ 
Smith,” speaking from his experience 
with benign pulmonary coccidioidomyco- 
sis, suggested this might be a hitherto 
unrecognized form of histoplasmosis. 
Christie and Peterson™™ observed an as- 
sociation between histoplasmin sensitivity 
and the presence of calcified pulmonary 
lesions in tuberculin negative individuals. 
Palmer, knowing of these observations, 
used histoplasmin prepared some time be- 
fore in the Mycology Unit of the Nation- 
al Institutes of Health” in his well-known 
study of tuberculin and histoplasmin sen- 
sitivity in student nurses and found re- 
markable geographic differences in rates 
of histoplasmin sensitivity.” 


Furcolow and associates** described 
the pulmonary lesions and traced the cor- 
relation between their development and 
the acquisition of skin sensitivity to his- 
toplasmin. The nonspecificity of histo- 
plasmin was known before it was used in 
any mass testing,” and histoplasmin and 
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yeast-phase Histoplasma antigens as used 
today have nonspecific components which 
limit their usefulness as diagnostic agents 
in both intradermal and serologic tests.”"” 
Nevertheless, both uses have resulted in 
tremendous strides in our knowledge of 
the frequency of histoplasmosis. 

These studies have revealed that histo- 
plasmosis is usually benign, varying in 
severity from a clinically inapparent re- 
spiratory infection manifested only by the 
acquisition of skin sensitivity to a more 
severe pulmonary disease with cavitation. 
Pulmonary calcification is a frequent, but 
not an invariable, sequela of these mild 
and moderately severe cases. It is only 
in the exceptional case that histoplasmo- 
sis becomes disseminated and may termi- 
nate fatally. 


More detailed reviews of the develop- 
ment of our knowledge of histoplasmosis 
and more extensive bibliographies are 
given in recent review papers.“ These 
papers review also the clinical variations 
of histoplasmosis, including manifesta- 
tions not observed by Darling, such as 


‘ involvement of the central nervous sys- 


tem, adrenal damage, and endocarditis. 
It is not my intention to dwell further 
upon the clinical aspects of histoplasmosis 
since these have been so fully and re- 
peatedly covered in many case reports 
and review papers. 


LABORATORY CONFIRMATION 


Any reference to the clinical variability 
of histoplasmosis suggests the importance 
of a laboratory diagnosis. Laboratory 
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confirmation of a clinical impression or 
diagnosis is indeed essential in this my- 
cosis. Within limits, diagnostic antigens 
are useful in attempts to reach a diag- 
nosis. These limitations are perhaps 
greater than in most bacterial diseases. 
Dermal sensitivity to histoplasmin persists 
for many years, and the rate of histo- 
plasmin sensitivity within an endemic 
area may be so high that a skin reaction 
has little diagnostic value unless a recent 
conversion to sensitivity can be shown. 
Correlation of rising complement fixation 
or precipitin titers with an illness has 
greater diagnostic value than the skin 
test, but reactions to both histoplasmin 
and yeast-phase antigens must be inter- 
preted with caution since it is well recog- 
nized that several of the pathogenic fungi 
have one or more antigens in common. 


Cross reactions with blastomycosis, coc- 
cidioidomycosis, or other mycoses may 
occur in some patients so that it is nec- 
essary in a sero-diagnosis to obtain paired 
or multiple serums and to test these 
against a battery of fungus antigens. 
Campbell has very ably investigated the 
problems of the serologic diagnosis of 
histoplasmosis and has discussed tech- 
niques and the correct interpretation of 
results.** 


A more conclusive diagnostic procedure 


is the isolation of Histoplasma in culture 
and this should always be attempted. Spu- 
tum, blood, bone marrow, at least in in- 
fants, skin lesions, ulcer base, and lymph 
nodes, or pulmonary lesions obtained by 
surgical excision, should be spread upon 
agar slants and incubated at 23°-30° C. 
Many culture media have been used and 
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their relative efficiency compared, but 
freshly prepared glucose-neopeptone agar 
(modified Sabouraud’s) is convenient and 
adequate. When contaminated material 
such as sputum is used for inoculum, the 
agar should be made unsuitable for bac- 
terial growth by the addition of 0.5 mi- 
crograms each of penicillin and strepto- 
mycin per milliliter of agar. 

The mouse is highly susceptible to his- 
toplasmosis“® and may be used for diag- 
nosis by the intraperitoneal injection of 
sputum. Mice require protection against 
bacteria in the sputum inoculum, and this 
usually can be achieved by mixing peni- 
cillin and streptomycin with the sputum 
before injection or by subsequent treat- 
ment of the mice. More detailed infor- 
mation about diagnostic procedures is 
available in many papers. 


EPIDEMIOLOGICAL FACTORS 


Histoplasmosis shares with the other 
deep mycoses an apparent inability to 
spread from person to person. The para- 
sitic or tissue phase of the dimorphic 
fungus is infectious experimentally, but 
it is not an effective agent in transmis- 
sion of the disease, and contagion of 
histoplasmosis has not been observed. On 
the contrary, the patient, according to 
best evidence available, invariably ac- 
quires his infection from an environmen- 
tal site where Histoplasma is growing as 
a saprophyte. 

The infectious particles are the conidia 
or spores which are produced freely un- 
der suitable conditions. They are much 
more resistant to deleterious influences 
than the fragile yeast cells of the para- 
sitic growth phase and are inhaled by the 
patient during the performance of ac- 
tivities which release these spores as air- 
borne dust. This concept rests upon the 
evidence of many case histories, the dem- 
onstration that Histoplasma can be grown 
in the laboratory upon sterilized soil, the 
isolation of Histoplasma in culture from 
soil in nature, and the actual demonstra- 
tion of the distinctive macroconidia of 
Histoplasma in soil naturally colonized by 
the fungus.“*** 

Since all available evidence had sug- 
gested the importance of an environmen- 
tal source of infection, the Mycology 
Laboratory of the National Institutes of 
Health began a systematic search for 
saprophytic sources of Histoplasma in 
1946. 

Histoplasma was first isolated from 
soil and reported in 1949 after some 
350 specimens had been unsuccessfully 
examined. Macroconidia were observed 
in the first positive specimens.” ‘The first 
positive specimens were two samples of 
red clay taken from a mound of earth at 
the entrance to a rat burrow located un- 
der the edge of a chickenhouse where in- 
fected rats had previously been trapped. 

This discovery was made while we 
were somewhat preoccupied with the pos- 
sible importance of an animal reservoir 
and the fact that this, as well as many 
subsequent isolations of Histoplasma 
were from chickenhouses on farm prem- 
ises where rats with histoplasmosis had 
been trapped, obscured at first the more 
important of the two associations. Zeid- 
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berg and coworkers“ were first to point 
out the association between the sapro- 
phytic growth of Histoplasma in soil and 
the presence of chickens. Since this pre- 
dilection of Histoplasma for enriched soil 
in or near chickenhouses has been recog- 
nized, it is now almost routine, within 
an endemic area, to isolate Histoplasma 
from such sites and often from a high 
percentage of samples. Many cases of 
histoplasmosis in man have been related 
to exposure to dust, incident to the clean- 
ing of old or neglected chickenhouses. 
However, such an exposure has not been 
recognized in many other cases, and His- 
toplasma has been isolated from environ- 
ments with no apparent relationship to 
chickens. 

It should be recognized further that 
the frequent occurrence of Histoplasma 
in, under, or near chickenhouses is not 
dependent upon a host-parasite relation- 
ship to the chicken. No naturally infected 
chickens have been observed, and histo- 
plasmosis cannot be produced experimen- 
tally in the chicken although the fungus 
can be isolated from tissues for a short 
time after intravenous inoculation. On 
the contrary this appears to be an entire- 
ly saprophytic relationship to enriched 
soil contaminated by chicken droppings 
and to other similarly suitable soils with 
high organic content. 

Whether the apparent immunity of the 
chicken to histoplasmosis is simply a mat- 
ter of the bird’s high body temperature 
remains to be proved. Mammals, on the 
other hand, show a wide range of species 
susceptibility. DeMonbreun® observed his- 
toplasmosis in the dog, and this animal 
still represents the only economically im- 
portant host of histoplasmosis recognized 
in veterinary medicine.” However, other 
animals are susceptible. We have isolat- 
ed Histoplasma in culture from 9 other 
species: the cat, brown rat, roof rat, 
mouse, fox, opossum, striped skunk, 
spotted skunk, and marmot.™ Others have 
found the fungus in the horse and cow.™™ 
The histoplasmin skin test has been used 
widely in veterinary medicine.™ 

Histoplasmosis, as observed in these 
animals, has been for the most part a 
very mild and probably a self-limited dis- 
ease. We have observed the progressive 
and fatal form only in the dog although 
isolation of the fungus from spleen and 
liver provided evidence of dissemination 
in many of the cats, rats, skunks, and 
other animals examined. Our evidence 
does not show conclusively whether histo- 
plasmosis is a frequent cause of death in 
wild animals. In the case of .dogs and 
cats, we have conclusive evidence that 
histoplasmosis usually is benign and that 
it is an infrequent cause of death. Be- 
cause of a rabies control program con- 
ducted in a rural county in northern Vir- 
ginia, we were able to get directly from 
their owners several hundred healthy 
dogs and cats. Using the most productive 
method of examination we could devise, 
the intraperitoneal injection of mice with 
homogenized hilar and mediastinal lymph 
nodes, we isolated Histoplasma by mouse 
passage from 50 percent of a series of 
cats and dogs.™* 

Since, in a study extending over a pe- 
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riod of several years, we have found rela- 
tively few dogs with fatal histoplasmosis, 
we are forced to the conclusion that most 
of these healthy animals would have sur- 
vived their primary infection, in most 
cases without clinical evidence of disease. 
We were not able to find a correlation 
between naturally acquired mild _histo- 
plasmosis in the dog, as proved by isola- 
tion of Histoplasma from lymph nodes, 
and either dermal or serologic evidence of 
infection.” This lack of correlation could 
have been due to inadequacy of the anti- 
gens, to the mild and apparently self- 
limited nature of the disease, or to the 
varying and unknown duration of the 
disease in these naturally infected ani- 
mals. It should be emphasized that, al- 


though histoplasmosis occurred in half 
of the dogs and cats in this particular 
endemic area, there is no evidence to sup- 
port the concept that these animals are 
responsible for the endemicity of the my- 
cosis. On the contrary, as pointed out 
above, the fungus, Histoplasma capsula- 
tum is a part of the saprophytic soil mi- 
croflora, and it is undoubtedly from this 
environmental source that both man and 
animals are infected. 


ANTIBIOTIC THERAPY 


There is as yet little to report on the 
chemotherapy of histoplasmosis. Ascosin 
and mycostatin”® can be shown to pro- 
tect experimentally infected mice against 
histoplasmosis, but toxicity or inability 
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to attain effective blood levels, or both, 
have limited the clinical usefulness of 
these antibiotics. A new antibiotic which 
shows considerable promise is Ampho- 
tericin B.” In experimentally infected 
mice, Amphotericin B will not only pro- 
tect mice from death but will clear the 
tissues of fungi as indicated by negative 
cultures when the experiment is terminat- 
ed. Clinical experience with this antibi- 
otic is still limited. 

The number of publications on histo- 
plasmosis now appearing annually is many 
times greater than all the medical litera- 
ture on all the deep mycoses published 
during the 3 years while Darling was 
searching for what he believed to be a 
new type of leishmaniasis. Many of the 


questions concerning the etiology and epi- 
demiology of histoplasmosis left unan- 
swered by Darling have now been an- 
swered, but we still seek information 
about its geographic endemicity, its clin- 
ical variability, and, especially, its safe 
and effective treatment. It is appropriate 
that during recent years attention has 
again turned to the part of tropical 
America which, in a sense, was the cradle 
of histoplasmosis. The concerted attack 


upon histoplasmosis now anticipated here 


will surely be productive. 
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Mortality from 
snakebites, 
United States, 
1950-54* 


Henry M. Parrish, M.D., M.P.H.t 


Poisonous snakebites in the United 
States are by no means rare. However, 
few studies indicate the incidence of poi- 
sonous snakebites in a given region or 


“Reprinted from Public Health Reports, No- 
vember 1957, 

tDr. Parrish is a research fellow in epidemi- 
ology and biometry at the University of Pitts- 
burgh Graduate School of Public Health, Pitts- 
burgh, Pa. He was formerly at Yale Univer- 
sity in the department of public health. 


State, and no studies give the actual 
death rate in this country resulting from 
poisonous snakebites alone. 

The estimate by Githens, quoted by 
Porges* and others, of 2,000 to 3,000 
snakebite accidents a year in the United 
States is based on such sources as news 
clippings and is possibly far too low. 

Swaroop and Grab* pointed out the 
importance of snake venom poisoning 
throughout the world. They estimated 
that 30,000 to 40,000 deaths occur annual- 
ly from this cause. The same authors 
estimated that there are from 10 to 20 
deaths from snakebites in this country 
each year. 

One of the major difficulties in a study 
of snakebite deaths is that the Interna- 
tional Statistical Classification of Dis- 
eases, Injuries, and Causes of Death 
classifies snakebites under E927 with “ac- 
cidents caused by bites and stings of 
venomous animals and insects.” Included 
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in this classification are the bites or 
stings of centipedes, scorpions, bees, 
wasps, snakes, and other venomous ani- 
mals. The purpose of this study is to de- 
termine the death rate from poisonous 
snakebites in the various States, to dis- 
cover what kinds of snakes cause most of 
the fatal bites, and to study other perti- 
nent medical facts related to these deaths, 


Two families of poisonous snakes in- 
habit the United States: the Crotalidae, 
or pit vipers, and the Elapidae, or coral 
snakes. Of the pit vipers, the genera 
found in this country are the Crotalus, 
or rattlesnakes, the Agkistrodon, or moc- 
casins (including the water, or cotton- 
mouth, moccasin, and the copperhead, or 
highland, moccasin), and the Sistrurus, 
or ground rattlers. At least one species 
of poisonous snake has been reported to 
inhabit each State in this country. 


DEATH REPORTS 


A list of the deaths, 71 in all, resulting 
from the bites of poisonous snakes in the 
United States during the 5-year period 
1950-54 was obtained from the National 
Office of Vital Statistics, Public Health 
Service. This list contained the number 
of the death certificate, the date of death, 
and the State in which death occurred. 
A. copy of each death certificate was then 
obtained from the appropriate State 
health department. Since the death cer- 
tificates did not record all the informa- 
tion considered important for this study, 
I mailed a followup letter with a ques- 
tionnaire to each physician, coroner, or 
other official who signed the death cer- 
tificate. Of the 71 mailed, 53 question- 
naires were returned. This report is based 
on the analysis of the 71 certificates list- 
ing poisonous snakebite as the cause of 
death and the 53 questionnaires. 

Projections from this small sample are 
of doubtful value, but they are offered 
for want of a better base. They indi- 
cate an average of approximately 14 
deaths per year and an average death 
rate of 0.09 per 1,000,000 population for 
the entire country. 


The number of fatal bites and the 
death rates for the individual States re- 
veals a definite trend. The death rates, 
reported at deaths per 1,000,000 popula- 
tion, were highest in the following States: 
Arizona, 1.15; Florida, 0.65; Georgia, 
0.63; Texas, 0.44; and Alabama, 0.32. 

Of the 71 victims of poisonous snake- 
bites, 53 were male and 18 female. The 
high proportion of deaths among males 
probably reflects their increased exposure 
owing to recreational habits and to occu- 
pations out of doors. 

As shown in the following tabulation 
of deaths according to age, 39 percent 
of the deaths occurred in youngsters less 
than 15 years old. A study of the inci- 
dence of poisonous snakebites in Florida 
found that 49 percent of all the bites 
were experienced by children or youths 
less than 20 years of age.’ The large 
number of deaths in this age group is 
consistent with the observation that the 
ratio of units of venom injected to units 
of body weight is greater in children. 
Evidently, susceptibility to snake venom 
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poisoning is greater in both extremes of 


life, for approximately 32 percent of 


the deaths were in persons 50 years old 
or more. 


Number of 
Age (years) deaths 
0-4 16 
5-9. 7 
10-14. 5 
15-19. 3 
20-29 3 
30-39. 7 
40-49. 7 
50-59 15 
60-69 4 
4 


The occupational groups suffering most 
fatalities from snakebite were the fol- 
lowing: agricultural workers, 25; other 
out-of-doors workers, including woods- 
men, common laborers, and highway 
workers, 15; preschool children, 16; 
school children, 11; and housewives, 7. 
Closely related to the victim’s occupation 
was his activity at the time of the fatal 
bite. Although the activity was not 
stated in 21 instances, of the other 50, 15 
persons were bitten while working on a 
farm, 9 were bitten while engaged in 
other out-of-doors work, 16 children were 
bitten while playing near their place of 
residence, 8 persons were bitten while 
handling or trying to kill a snake, and 
only 2 were bitten while engaged in 
recreation. Of the 8 persons bitten while 
handling a poisonous snake, 5 were en- 
gaged in religious ceremonies in Ken- 
tucky and Alabama. The Kentucky State 
Board of Health reported 7 snakebite 
deaths resulting from religious snake 
handling between 1940 and 1955. Several 
of these victims refused treatment until 
it was too late. 

The months during which fatal snake- 
bites were most frequent were: June, 6; 
July, 10; August, 14; and September, 
11. There was a gradual increase in 
the number of deaths beginning in March 
and reaching a peak during August and 
September. This seasonal distribution 
has been observed in other surveys of 
snakebites.** 

Crotalus species cause most of the 
fatal snakebites in the United States: 
Rattlesnakes accounted for 55 of the 71 
deaths in this study. Cottonmouth mocca- 
sins were responsible for 2 deaths, and a 
coral snake caused 1. Two other deaths 
were attributed to unknown species of 
pit vipers. The offending reptile was not 
identified in the remaining 11 deaths. 
The large rattlesnake species and the 
cottonmouth moccasins more frequently 
produce cases of severe envenomation 
than do copperhead moccasins and ground 
rattlesnakes. Coral snakes, though quite 
poisonous, are not as aggressive as the 
pit vipers, and they have a much more 
limited geographic range. 


SITE OF BITE 


eSnakes most frequently bite the ex- 
tremities. In this study, 37 (52 percent) 
of the patients were bitten on the lower 
extremities, and 26 (37 percent) were 


Vor. 57, Fes. 1958 


ANEROID 
AVES TIME 


i Designed for your convenience 
e and easy reading. Fits snugly in 
your hand. As you hold it, you can 
easily turn the big thumb screw re- 
lease valve. 


Twist . . . and the Luer lock 

¢ connection between gage and 
hook-cuff is airtight. Untwist and 
the cuff deflates instantly. You can 
attach cuff before connecting gage. 


3 You can inflate the Ty- 
e COS Aneroid by squeez- 
ing with three fingers, with 


against base of thumb. Accu- 
rate in any position. Weighs 
only 18 ounces. 


rounded edgect 


4 Release pressure 2 mms. 
atatime...or completely 
with % turn of thumb screw. 
Genuine leather zipper case. 
Hook-cuff. See it demon- 
strated at your favorite sur- 
gical supply dealer. $47.50. 


10-year triple warranty. 


Taylor Instrument Companies, Rochester 1, N,Y., and Toronto, Canada. 


| 
or | 
- 
i- 
us 
of 
1S, 
n- | 
e, 
al 
| 
s, 
| 
r 
| 
| | 
‘ 
] 
1907-1957 
| 
Lalor MEZ NW ACCURACY FIRST 
107 
| 


bitten on the upper extremities. One 
patient was bitten on the face, and an- 
other was bitten on the thorax. For six 
patients, information about the site of 
the bite could not be obtained. Three 
patients suffered from two or more bites 
from the same snake. Physicians attend- 
ing three other patients reported that 
the venom was injected directly into the 
blood stream through veins in the legs. 
This intravenous injection of the venom, 
rather than the usual lymphatic and sub- 
cutaneous spread, probably produced 
death despite heroic treatment. Four 
other patients were bitten on the proxi- 
mal portion of an extremity, which al- 
lowed for more rapid dissemination of 
the venom into the body. The other fatal 
snakebite wounds did not differ from 
the majority of wounds reported in non- 
fatal snakebites.** 

The interval between the time of the 
snakebite and the time of death is given 
below. Contrary to popular expecta- 
tion, few patients died within the first 
hours following a bite. Thirty-five (49 
percent) of the patients expired from 
6 to 18 hours after becoming envenomat- 
ed. In this period, the venom is absorbed 
into the body and exerts its maximum 
toxic effects. Of the patients who died 
3 or more days following the bite, 3 
died either from infection or gangrene, 


or both, and 1 died from a transfusion 
reaction. 


Time Interval 
0-1 hours 
2-5 hours ...... 
6-11 hours 
12-18 hours 
19-24 hours 
25-48 hours 
3. days 
6 days 
7 days 
10 days 
Unknown 


Attending physicians were asked to 
check a list of remedies and measures 
used for treatment. In most instances, 
the treatment conformed to current rec- 
ommended practices. It included the use 
of a tourniquet with incision and suc- 
tion,’ and administration of antibiotics, 
tetanus antitoxin, and antivenom.’ 

A factor which certainly cost many 
lives was the long interval between the 
time the patient was bitten and the time 
treatment was begun. The interval be- 
fore treatment was less than 1 hour for 
14 patients; from 1 to 4 hours for 19 
patients; from 5 to 7 hours for 9 pa- 
tients; from 8 to 10 hours for 3 patients; 


from 11. to 17 hours for 4 patients; from 
18 to 24 hours for 2 patients; and more 
than 24 hours for 2 patients. Thus, ap- 
proximately 36 percent of these 53 pa- 
tients were seen 4 or more hours after 
the bite. Information concerning the 
timelag before treatment was not avail- 
able for 18 patients. 


In my experience and from analyzing 
241 nonfatal snakebites in Florida, ap- 


- proximately 65 percent of the patients 


were seen within 2 hours after the bite, 
and approximately 95 percent were seen 
within 4 hours. The lag before treat- 
ment in the fatal bites gives the venom 
ample time for absorption into the body 
and reduces the effectiveness of a tourni- 
quet, incision, and suction. Failure to 
seek prompt medical attention is attrib- 
uted to ignorance or religious bias. 
Many others, especially children, were 
vulnerable because they lacked boots, 
long trousers, or other protective cloth- 
ing. The most important measure to 
prevent death from snakebite is prompt 
and vigorous treatment of the wound. 


SUMMARY 


An analysis of 71 deaths from poison- 
ous snakebites in the United States dur- 
ing the period 1950-54 found the highest 
death rates in Arizona, Florida, Georgia, 
Texas, and Alabama. 


| _ Number of 
deaths 


The most frequent victims were under 
€ 15 or over 50 years of age. Most of the 
victims were workingmen occupied out 
of doors or children playing around their 
residence. Rattlesnake species inflicted 
e at least 77 percent of the fatalities, 90 

percent of those for which the species 
was identified. 

The bites of the wounds were pre- 
dominantly on the extremities: 52 per- 
cent on the lower and 37 percent on 
the upper. 

The most important factor in the fail- 
ure of these patients to survive was the 
interval between the time of the bite and 
the time of medical treatment. Other 
important factors were the large number 
of rattlesnake bites, the age and weight 
of the victims, and the nature and loca- 
tion of the wounds. 

Early and vigorous treatment of all 
severe cases of snake venom poisoning 
is recommended. 
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As one clinician states: “Blood loss 
may be hidden temporarily after closure 
of the thoracic or abdominal cavities, 
even though drains are in place. Ob- 
struction to outflow through these drains 
can occur, and bleeding is not apparent. 

“There are certain clinical situations 
in which prolonged and profound ooz- 
ing of blood may occur.’ 

Published reports?* over the last five 
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BRISTOL, 


TENNESSEE * NEW YORK 


KANSAS CITY * SAN FRANCISCO 


Most effective when used preoperativel 
hs: to control oozing and bleedin 
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SALICYLATE 
has b ially effective when used tivel wet 
aS Deen especially errective when used preoperatively eh 
= #The photographs below are of two typical cases in 200 dermabrasion 
procedures‘ over a period of two years. 
4 
Case #2 Left cheek untreated Case #2 Right cheek, after treatment with ¥ “J 
Adrenosem 
Write for literature describing the action ana uses of Adrenosem Salicylate - 
THE S. £. MASSENGILL COMPANY 
BRISTOL, TENNESSEE NEW YORK KANSAS CITY SAN FRANCISCO 
‘. . Dripps, R.D.: Hazards of the Immediate Post- 4. Brown, W.S.: The Use of Adrenosem Salicylate to 
: operative Period, J.A.M.A. 7:795 (Oct. 19, 1957) Control Postoperative Bleeding in Plastic Surgery: 
[This reference reviews postoperative hazards, Dermabrasion, Northwest Medicine. In Press. 
.< and does not refer to Adrenosem Salicylate] 5. Wilkins, B.D.: Gastrointestinal Bleeding as Seen by 
ms 62. Ersner, M.S., and Lerner, S.S.: M. Clin. North the Proctologist, J.A.M.A. 163:1214 (April 6, 1957) “ 
; America 40:1749 (Nov., 1956) 6. Orzac, E.: Medical Care of the Child Patient Before Ti sh 
8. Peele, J.C.: Further Observations on the Use of and After Adenoidectomy and Tonsillectomy, N.Y. Fug ¥ 
Adrenosem Salicylate in the Control of Hemorrhage State J. Med. 55:886 (Mar., 1956) a 
from the Nose and Throat, N. Carolina M.J. 17:98 7. N.N.R., 1957, p. 265 ae 
(March, 1956) we 
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QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Ameri- 
caine . . . because only Americaine contains 
20% dissolved benzocaine. Americaine_relieves 
fast, sustains relief from 2 to 6 hours. In Oint- 
ment or handy Aerosol Spray for office use. 
Write for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 

Also Available 


Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
In Canada: Brent Laboratories, Ltd., Toronto 


OFFICIAL 
AUTOMOBILE EMBLEM 


Recognized by many local and state 
police departments. 


Supplied only to members 


American Osteopathic Assn. 
212 E. Ohio St. Chicago II, Illinois 
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sity of Oxford; Late Lecturer in Anatomy and 


Physiology, Dorset House School of Occupa- 


tional Therapy, Oxford. Cloth. Pp. 426, with 
Wlustrations. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Illinois, 
1957. 


PEDIATRIC PROFILES. Edited by Borden 


Veeder. Reprinted from The Journal of 


Pediatrics, November, 1954-November, 1957. 
Cloth. Pp. 267, with illustrations. The C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1957. 


CLINICAL AND IMMUNOLOGIC AS- 
PECTS OF FUNGOUS DISEASES. By J. 
Walter Wilson, M.D., Los Angeles, California; 
Clinical Professor of Medicine, Dermatology, 
University of Southern California; Member and 
Director, American Board of Dermatology; Fel- 
low and Director of the Faculty in Mycology, 
American Academy of Dermatology; Past Chair- 
man, Section on Dermatology of the American 
Medical Association; Past Vice President of 
the Society of Investigative Dermatology; Fel- 
low of the American Dermatologic Association ; 
Consultant in Mycology and Dermatology, Long 
Beach Veterans Hospital; Chief of Dermatology 
Service, Childrens Hospital, Los Angeles, Cali- 
fornia; Attending Dermatologist, Los Angeles 
County General Hospital, Orthopaedic Hospital 
of Los Angeles. Cloth. Pp. 280. Price $6.75. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1957. 


THE ILLUSTRATED BIRTH CONTROL 
MANUAL. By Valeria Hopkins Parker, M.D., 
Charter Member, American Association of Mar- 
riage Counsellors; author of: For Daughters 
and Mothers. Cloth. Pp. 392, with illustrations. 
Price $5.00. Cadillac Publishing Company, Inc., 
220 Fifth Ave., New York 1, 1957. 


URINE AND THE URINARY SEDIMENT. 
A Practical Manual and Atlas. By Richard W. 
Lippman, B.S., M.D., Fellow of the John Si- 
mon Guggenheim Memorial Foundation. Ed. 2. 
Cloth. Pp. 140, with illustrations. Price $8.50. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1957. 


UNDERSTANDING YOUR PATIENT. 
Edited by Samuel Liebman, M.D., Medical Di- 
rector, North Shore Hospital, Winnetka; Clini- 
cal Assistant Professor of Psychiatry, Univer- 
sity of Illinois College of Medicine. Cloth. Pp. 
170. Price $5.00. J. B. Lippincott Company, E. 
Washington Square, Philadelphia 5, 1957. 


THE HUMAN EAR CANAL. By Eldon T. 
Perry, M.D., Instructor in Dermatology, Wayne 
State University. Cloth. Pp. 116, with illustra- 
tions. Price $4.75. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, 
1957. 


THE PRINCIPLES OF EXERCISE THER- 
APY. By M. Dena Gardiner, F.C.S.P., Di- 
ploma of Bedford Physical Training College; 
Teacher of the Chartered Society of Physio- 
therapy (T.M.M.G. and T.E.T.); Deputy Prin- 
cipal of the London Hospital School of Physio- 
therapy. Cloth. Pp. 295, with illustrations. 
Price $4.00. The Macmillan Company, 60 Fifth 
Ave., New York 11, 1957. 


THE INCURABLE WOUND and Further 
Narratives of Medical Detection. By Berton 
Roueché. Cloth. Pp. 177. Price $3.50. Little, 
Brown & Company. 34 B St., Boston 6, 
1958. 


MARRIAGE AND PERSONALITY. A Psy- 
chiatric Study of Inter-Personal Reactions for 
Student and Laymen. By Ainslie Meares, 
MBBS., B. AGR. SC., DPM. Cloth. Pp. 157. 
Price $3.95. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1957. 


CLINICAL ORTHOPAEDICS. Number Ten. 
Editor-in-Chief, Anthony F. DePalma. Cloth. 
with illustrations. Price $7.50. J. B. 
t C y, E. Washington Square, 


AN INTRODUCTION TO FUNCTIONAL 
ANATOMY. By David Sinclair, M.A.(Ox- 
ford), M.D.(St. Andrews), Professor of Anat- 
omy, University of Western Australia; Late 
University Demonstrator in Anatomy, Univer- 


LETTERHEADS 
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BILLHEADS 
STATEMENTS 
APPOINTMENT and 
PROFESSIONAL CARDS 


Accurate, clean-cut letterpress 


work on highest quality materials. 
Satisfaction guaranteed. 


PUBLISHING CO. 
265 University Ave., Champaign, IIL 


A master teacher and phy- 


sician has distilled his vast 


experience in problems of 


the digestive tract into this 


practical book. 


See front cover of this 


Journal for more details. 


W. B. Saunders Company 
West Washington Square 
Philadelphia 5, Pa. 


Please send me Andresen — Office 
Gastroenterology—$14.00. 
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NEW TREATMENT 


THE PROPHYLAXIS 
NGINA PECTORIS 


‘Cardilate’ tablets 7 9 shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
i nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


| Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
*'Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 
i 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Changes of address 


Abolofia, Jules, from 1424 Widener Place, to 1839 Arnold St., 
Philadelphia 15, Pa. 

Abretske, John L., from Detroit, Mich., to 1711 Stamford Ave., 
Willow Run, Mich. 

Anderson, Ernest H., from Route 2, to 401 W. Michigan St., 
New Carlisle, Ind. 


Babcock, Myron F., from 416 W. Sixth St., to 3243 Wilshire 
Blvd., Los Angeles 5, Calif. 

Baker, B. B., from Tulsa, Okla., to 3041 Rosalind Place, Los 
Angeles 23, Calif. 

Baker, John C., from 3007 Race St., to 1001 Montgomery St., 

ort Worth 7, Texas 

Bannister, Gordon, from 16110 Market St., Box 898, to 15825 
Market Street Road, Channelview, Texas 

Bell, 10 Coke H., from 428 13th St., to 600 Alma Ave., Oakland 
1 

ae Joseph, from Philadelphia, Pa., to Northwest Hospital, 

060 N. W. 79th St., Miami 50, Fla. 

oD Arthur R., from Fort Stockton, Texas, to 1717 Market 
St., Seattle 7, Wash. 

Bok, Frank Jus from Detroit, Mich., to 1810 N. Telegraph Road, 
‘Dearborn, Mich. 

Bowe, Edward B., from Settee, Calif., to 119 S. W. 153rd 
Ave, Seattle 66, Wash. 

Brauer, Richard E., from Kansas City, Mo., to 16 N. Parish 
Ave., Johnstown, Colo. 

Broffman, Charles D., from 2205 Van Ness Blvd., to 2816 N. 
Blackstone Ave., Fresno 4, Calif. 

Brotman, Herbert R., from Van Nuys, Calif., to 16212 Nord- 
hoff St., Sepulveda, Calif. 

Bullock, John E., from Scio, ‘Ore., to Milwaukie Osteopathic 
Clinic, Milwaukie, Ore. 


Callahan, Charles E., nes Springfield, Ore., to Holroyd Bldg., 
Forest Grove, 

Claus, Leslie V., Seem 4116 E. Compton Blvd., to 14806 S. 
White Ave., ‘Compton, Calif. 

Cooney, Joseph "A, from Canby, Ore., to Sandy, Ore. 

Corpolongo, John 'D., from St. Louis, Mo., to 1375 Lafayette 
Ave., Florissant, "Mo. 

Cozen, Harold, from 13011 S. Casimir St., to 2326 Redondo 
Beach Blvd., Gardena, Calif. 


Crawford, Claud 2, from 403-11 Security Bldg., to 115 N. . 


Burnett Ave., Denison, Texas 


Dartley, James J., from Wayne, Mich., to 150 W. Euclid, De- 
troit 2, Mich. 

Davis, L. D., from 226 E. Cherokee, to 506 E. Cherokee, 
Wagoner, Okla. 

se Eugene, from 619 Townsend St., to 716 W. Washtenaw 

, Lansing 15, Mich. 

A. from Mesa, Calif., to 14420 Cren- 
shaw Blvd., Gardena, C alif. 

De Petris, J. F., from 3135. Brookhollow Drive, to 5101 Ross 
Ave., Dallas 6, Texas 

Di Marzio, Dante, from 740 Sandy St., to 355 E. Main St., 
Norristown, Pa. 

Dodge, F. Chandler, from 390 Hope St. to 435 Hope St., 
Providence 6, R. I. 

Doe, on coe W., from Blain, Pa., to 327 E. Grand Ave., Tower 

ity, P. a. 

Dorn, Norman H., from Ellensburg, Wash., to 11110 Pacific 
Ave., Parkland, Tacoma 4, Wash. 

Drew, John W., from 1135 S. Hampton Road, to 1007 S. 
Hampton Road, Dallas 8, Texas 

Dunn, William J., from Hialeah, Fla., to 4840 N. W. 27th Ave., 
Miami 42, 

Durham, William R., from Green City, Mo., to Bluefield Osteo- 
pathic Clinic, Box 333, Bluefield, W. Va. 


Edwards, James D., from 807 S. Denver Ave., to 815 S. Denver 
Ave., Tulsa 19, Okla. 

Ellis, M. Virginia Poole, from 3619 Camp Bowie Blvd., to 1001 
St., Fort Worth 7, Texas 

Ewers, Duane E. , from Montebello, Calif., to 8541 Lomay Ave., 
Westminster, Calif. 


Feldman, Lester, from Bonifay, Fla., to Orlando Osteopathic 
Hospital, 603 Hillcrest Ave., Orlando, Fla. 

Fish, J. Mancil, from 615-19 Wright Bldg., to 819 S. Denver 
‘Ave., Tulsa 19, Okla. 
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when the patient's | 
cold or ‘flu 

is complicated 

by bacterial 

infection 


© opens clogged air passages 
e combats secondary 


7 bacterial invasion 

: Each Novahistine with Penicillin Capsule contains: 
Phenylephrine hydrochloride. ...... 10.0 mg. 


Prophenpyridamine maleate... .... 12.5 mg. 


PITMAN-MOORE cComPANY 


IVE 


Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


| 
th 
4 
b 
| 
| 
; Ova | 
’ 
, for the ‘‘Novahistine Effect” 
& Penicillin G Potassium 200,000 units 
ng 
be, penicillin-susceptible bacteria are 
secondary invaders 
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ANNOUNCING... 


Novahistine P... 


| 


LONG-ACTING 
PRINCIPLE . 


patients with When a patient begins breathing freely in a 
colds... sinusitis few minutes . . . with all air passages cleared 
. +. rhinitis will ...and this relief continues for as long as 
appreciate the 12 hours after a single dose . . . he is experi- 
"Novahistine encing the ‘‘Novahistine LP Effect.” 


LP Effect” 4 
This “Effect” is produced by phenylephrine 


hydrochloride, a quick-acting, orally effective 
sympathomimetic, combined with chlorpro- 
phenpyridamine maleate, a potent histamine 
antagonist for synergistic decongestive action 
...on all mucous membranes of the respir- 


atory tract. 


Each Novahistine LP Tablet contains: 
Phenylephrine hydrochloride. ........ 20 mg. 
Chlorprophenpyridamine maleate... .. 4 mg. 


Supplied in bottles of 50 tablets. 


* Trademark 
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confinuous relief of 
congestion for 

‘as|long as 12 hours with 

| a single dose 


PROMPT RELIEF 


Novahistine LP Tablets start releasing 


medication almost as rapidly as a 


solution. 


CONTINUOUS RELEASE 


Novahistine LP releases its decongestive 
drugs at a constant rate in both acid and 


alkaline media . . . assuring patients con- 


tinuous relief whether the tablet is in the 


stomach or intestine. 


SAFE RELIEF 


With Novahistine LP there is no sudden 


“over-release”’...no uneven, sporadic 


effects. 


And easy to use, oral dosage eliminates patient misuse of 
nose drops, sprays and inhalants... is not likely to pro- 
duce rebound congestion, mucosal damage and ciliary 
paralysis, nor make the patient “jittery.” 
Administration: Adults—2 tablets twice daily will provide 
an adequate therapeutic effect in the average patient. In resist- 
ant cases, a third daily dose may be indicated and can be 
safely given. Children over six—one-half the adult dose. 
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Figs, Allen M., from Lone Star, Texas, to Box 666, Avinger, 

'exas 

Fogel, Sidney A., from Riverside, R. I., to 5229 Trenton Ave., 
Detroit 10, Mich. 

Fraker, J. Franklin, from 16 Mount Vernon St., to 414 Mount 
Vernon as Oshkosh, Wis. 

ro © Edward, from Kansas City, Mo., to 2470 N. E. 22nd 

t., Pompano Beach, 


°, Furnish, Richard D., Jr, hese Hollywood, Calif., to Unfall- 
] e ; krankenhaus, Blamanerplatz I, Linz, A/D, Austria 
a ee 74 4 UY Gazin, Clarence, from 656 N. Larchmont Blvd., to 6711 Melrose 


Ave., Los Angeles 38, Calif. 
WY ted b Gehman, H. Mahlon, from 1818 Pine St., to 2225 Spring Garden 
Con¢p St., Philadelphia 30, Pa 
Gribble, W. S., Jr., from 4411 Montrose Blvd., to 1200 Calumet 
Drive, Houston 4, Texas 


useless, exhausting frees Denver, Colo., to Norwood Clinic, 


Haigis, P. J., from West Scarboro, Maine, to Scarboro, Maine 

Hanna, Raymond W., from 4315 Blue Ridge Blvd., to 12007 E. 
47th St., Kansas City, 33, Mo 

Henson, Fred A., from Houston, Texas, to City 10, Springplace 
Road, Cleveland, Tenn. 

Herren, Thomas C., from 415 S. Third St., to Box 37, Kelso, 
Wash. 

Hill, Alvin B., from 1521 Unionport Road, to 3834 E. Tremont 
Ave., Bronx 65, N. Y. 

Hines, N. H., from 1302 Lincoln Ave., to 123 S. Third St., San 
Jose 13, Calif. 

Hoag, J. Marshall, from 551 Fifth Ave., to 40 E. 61st St., New 
York 21, 

Holcomb, George M., from St. Louis, Mo., to 12603 Riad St., 
Detroit 24, Mich. 

Holcomb, John E., from Fort Worth, Texas, to Tigua General 
Hospital, 7722 N. Loop Road, El Paso, Texas 

Hoover, Larry C., from Seattle, Wash., to 10014 Edmonds Way, 
Edmonds, Wash. 

Hoover, Lon A., from Clare, Mich., to 1219 Sixth Ave., Ta- 
coma 5, Wash. 

Howard, W. W., from 201 Medical Center Bldg., to 1507 W. 
Main St., Medford, Ore. 

Howlett, Leonard D., from Omaha, Texas, to Wolfe-Duphorne 
Hospital, Athens, Texas 


Ingersoll, Mabel W., from Berkeley, Calif., to Route 1, Box 
B-1, Nevada City, Calif. 


Kellman, Milton, from Lincoln Park, Mich., to 27326 School- 
craft Ave., Detroit 39, Mich. 

Kerr, Herbert B., from Orpheum Theatre Bldg., to 712 Florida 
St., Joplin, Mo. 

Kjerner, Samuel H., from Kansas City, Mo., to 5706 Roeland 
Drive, Mission, Kans. 

Klesner, Mary L., from 1205 Third St., to 1257 Third St., 
Muskegon, Mich. 

Knouse, Charles Allison, from 14645 S. Pacific Highway, to 
11832 S. 25th Ave., Seattle 88, Wash. 


Lacks, Charles K., from 4109 The Paseo, to 200 Scarritt Ar- 
Phenylephrine hydrochloride....... 10 mg. cade, Kansas City 6, Mo. 
Lanham, Donald M., from Orange, Calif., to 2912 Via La Selva, 


Novahistine-DH™ 


(fortitied Novahistine with dihydrocodeinone) 


When “head colds” become “‘chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 


12.5 mg. Palos Verdes Estates, Calif 
Dihydrocodeinone bitartrate. ...... .1.66 mg. Lash, John W., from San Bernardino, Calif., to 620 E. Market 
Chloroform (approx.)............. 13.5 mg. St., Akron 4, Ohio 
7 Latini, John J., from 240 N. W. 183rd St., to 820 N. W. 187th 
1.0 mg. St., North Miami 61, Fla. 
lied in pi d gallon bottles. Lazarou. Louis Michael, from East Los Angeles, Calif., to 
rieodtaaebaniianianaes 10909 Orr & Day Road, Norwalk, Calif. 
“ate Leach, Jack P., from 1120 W. 43rd St. to 5809 Airline Drive, 
Houston 9, Texas 
Leahy, Edward F., from Ferguson, Mo., to 2531A S. Jefferson 
Ave., St. Louis 4, Mo 
PITMAN-MOORE COMPANY Lemley, Cleatis D., from 41 Hawthorne Ave., to 326 Medical 
DIVISION OF ALLIED LABORATORIES, INC. Center Bldg., Medford, Ore 
INDIANAPOLIS 6, INDIANA Long, hing R., from Knox, Pa, to 612 Euclid Ave., Grove 
ity, P 


Mac Leod, Robert F., from 111 Highland Ave., to 210 Highland 
Ave., Detroit 3, Mich. 

Mann, Earle H., from 821 W. Ninth St., to 819 W. Ninth St., 
Amarillo, Texas 
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Mathews, Irving M., from 5837 Dahlia Drive, to 2309 E. Co- 
lonial Drive, Orlando, Fila. 

McKay, Donald F., from 10229 Bauman Road, to 11611 W. 
Hardy St., Houston 22, Texas 

McKellar, Duncan, from 346 E. Olive Ave., to 436 E. Olive 
Ave., Burbank, Calif. 

McKewon, Charles Richard, from 744 W. Ninth St., to 3750 
E. Peoria Ave., Tulsa 5, Okla. 

Mitchem, K. E., from Mokane, Mo., to Camdenton Clinic & 


Hospital, Camdenton, Mo. 
Morrison, William R., from Kansas City, Mo., to 10 W. Kansas 
St., Liberty, Mo. 


Norton, James L., from 5171 N. 53rd St., to 5210 N. 54th St, 
Milwaukee 18, Wis. 


Olihoff, Harold J., from 103 N. Third St., to 102 Commercial 
Bank Bldg., Sterling, Colo. 
Owens, Chester R., from 7188 N. Lowell, to 7233 Lowell, West- 


minster, Colo. 


Pelino, Frank D., from Providence, R. I., to 31701 Plymouth 
Road, Livonia, Mich. 

Priddy, Maurice F., from Corpus Christi, Texas, to 219 E. 
Ninth St., Littlefield, Texas 

Prior, Joseph E., from Kirksville, Mo., to Still Osteopathic 

Hospital, 725 Sixth Ave., Des Moines 9, Iowa 


Rasmus, Charles H., from 12523 Third Ave., to 12862 Wood- 
ward Ave., Detroit 3, Mich. 

Reid, David E., from Box 372, to Box 277, Lebanon, Ore. 

Rennoe, Edgar J., from 117 W. Third St., to 111 W. Third St., 
Columbus 1, Ohio 

Rollins, Frank D., from Hancock, Mich., to 511 Rockford 
Trust Bldg., Rockford, III. 

Rosner, Marvin L., from 5916 Kemble Ave., to 6310 Magnolia 

St., Philadelphia 44, Pa. 

Rothstein, Morton H., from 3287 Jerusalem Ave., to 3298 

Cherrywood Drive, Wantagh, L. I., N. Y. 


Sanders, Lawrence P., from 1845 S. El Dorado St., to 5. W. 
Fifth St., Stockton 6, Calif. 

Sands, Eugene N., from 4244 Livernois Ave., to 4228 Livernois 
Ave., Detroit 10, Mich. 

Savage, Woodrow W., from Poteau, Okla. to Community 
Clinic Assn., Clayton, Okla. 

Schaefer, E. Lowell, from Garvey, Calif., to 8222 E. Garvey 
Ave., South San Gabriel, Calif. 

Schoelles, George J., from Bronxville, Morningside 

Ave., South Jamesport, a 

Schulman, Samuel Louis, from "Bellflower, Calif., to 9058 E. 
Washington Blvd., Rivera, Calif. 

Schwartz, Frederick : from Beverly Hills, Calif., to 2761 Pa- 
cific Ave., Long Beach 6, Calif. 

Shepard, William B., from 911 Industrial Bank Bldg., to Box 
213, Providence 1, R. I. 

Simmons, Harry Y., from 1109 Sells Ave., W., to 111 W. Third 
Ave., Columbus 1, Ohio 

Simon, Leon F., from Hazel Park, Mich., to 28780 John R, 
Madison Heights, Mich. 

Slifer, George B., Jr., from Philadelphia, Pa., to 7815 Pershing 
Ave., Clayton 5, Mo. 

Small, Murray E., from Venice, Calif., to 12927 Venice Blvd., 
Los Angeles 66, Calif. 

Smith, Francis J., from Philadelphia, Pa., to 214 Ormond Park- 
way, Ormond Beach, 

Smith, Irvin, from Philadelphia, Pa., to 416 N. Warwick Road, 
Somerdale, N. J. 

Smith, R. Blandin, from La Mesa, Calif., to 4336 41st St., San 
Diego 5, Calif. 

Soled, Seymour, from Lyndhurst, Ohio, to 6150 Dunham Road, 
Maple Heights, Ohio 

Springer, Victor L., from 32 W. Randolph St., to 54 W. Ran- 
dolph St., Chicago 1, Ill. 

Steffen, James E., from Ashland, Mo., to 626A Jefferson St., 
Jefferson City, Mo. 

Stukey, Grover C., from 315 N. Franklin St., to 807 S. Halli- 
burton St., Kirksville, Mo. 

Swe. James L., from Altoona, Iowa, to Box 578, Dunnellon, 

a. 


Thomas, Paul H., from Folsom, Pa., to 600 E. County Line 
Road, Hatboro, Pa. 

Tibbetts, Austin B., Jr., from Corpus Christi, Texas, to 6602 
Sharpview Drive, Houston, Texas 

Tueckes, Augusta T., from 1420%4 N. Formosa Ave., to 253 S. 
Oxford Ave., Los Angeles 4, Calif. 
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THE FINE NEW 


ELECTROCARDIOGRAPH 


CAMBRIDGE 


cribe 


ERSATILE ELECTROCAROIOGRAPH 


The “Versa-Scribe” is a completely new in- 
strument offering features of convenience, 
superior performance and versatility not now 
available in any other portable direct-writing 


_ Electrocardiograph. 


Use of the most modern electronic tech- 
niques, including transistors and printed cir- 
cuits, combined with the craftsmanship of 
skilled instrument makers of long experience, 
has not only made possible a superior per- 
forming electrocardiograph, but one posses- 
fine appearance, small size (51%4” x 1014” 

17”), and low weight—20 pounds. 


Send for literature or a demonstration, Doc- 


tor. The “Versa-Scribe” will be your 
“electrocardiograph of choice. 
does more—better! 


CAMBRIDGE ALSO MAKES 


Educational Ca 


the Direct Writing Electrocar- 
diograrh the “Simpli-Trol’’ Portable 
Model, Mouth. Channel Recorders, Pulmonary 
Function Tester, Operating Room Cardioscopes, 


Electrokymographs, 


oscopes, 
Plethysmographs, Amplifying Stethoscopes, e- 
search PH Meters, Automatic Continuous Blood 


Recorders and Instruments for Measur- 


Pressure 
ing Radio-activity. 


It 


CAMBRIDGE INSTRUMENT CO.., Inc. 
3732 Grand Central Terminal, New York 17, N. Y. 
Cleveland 15, Ohio, 1720 Euclid Avenue 
Detroit 2, Mich., 7410 Woodward Avenue 
6605 West North Avenue 
Philadelphia 4, Pa., 135 South 36th Street 
Silver Spring, Md., 933 Gist Avenue 


CAMBRIDGE 


ELETROCARDIOGRAPHS 


Oak Park, Iil., 


Pioneer Manufacturers of the Electrocardiograph 
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ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 years 
clinical use. 


Soothes the central nervous system, 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- 
dicting, no known contraindications. 


Does not impair mental or physical 
function. 


Orally effective within 30 minutes 
for sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 
Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 


Underwood, Cecil D., from 3780 Wilshire Blvd., to Box 75486, 
Sanford Station, Los Angeles 5, Calif. 


Urban, Lawrence E., from Des Moines, Iowa, to Box 213, Iowa 
City, Iowa 


Varney, F. Curtis, from Sacramento, Calif., to 5428 Fair Oaks 
Blvd., Carmichael, Calif. 


Waddell, Roy B., from Tallapoosa, Ga., to Stuart, Okla. 

Wagner, Walter P., from Middlefield, Ohio, to 296 Church St. 
Amherst, Ohio 

Walker, Lee J., from 2015 Kalamazoo Ave., S. E., to 2450 Lee 
St. S. W. Grand Rapids 9, Mich. 

Watson, William H., from Stratford, Okla., to McLoud, Okla. 

Weintraub, Jack, from Sepulveda, Calif., to 6832 Valmont St., 
Tujunga, Calif. 


Wohlstadter, Jack S., from West Hollywood, Calif., to 8853 
Santa Monica Blvd., Los Angeles 46, Calif. 


Woodmansee, James R., from Beaverton, Ore., to 2445 S. W. 
Cedar Hills Blvd., Portland 25, Ore. 


Zundel, Ben F., from Bostonia, Calif., to 1258 E. Broadway, 
El Cajon, Caiif. 


Applications for 
membership 


ARIZONA 


Snyder, Donald Elwood, (Renewal) 100 W. Osborn Road, 
Phoenix 42 


CALIFORNIA 

Wackerli, Gladys E., (Renewal) 17701 Devonshire St., North- 
ridge 

Rodnick, Norman L., (Renewal) 13466 Osborne St., Pacoima 

Korn, Oskar L., (Renewal) 4554 Sherman Oaks Ave., Sherman 
Oaks 

Shepard, Richard J., (Renewal) 5500 Reseda Blvd., Tar- 
zana 


FLORIDA 
Whitehouse, Robert T., (Renewal) 12607 N. W. 17th Ave., 
Miami 47 


MISSOURI 
Jones, Hal B., Golf Hill, Excelsior Springs 
Robinson, Richard R., (Renewal) 2510-A Vivion Road, Kan- 
sas City 16 
McCracken, Robert J., (Renewal) 925-A Goodfellow, St. 
Louis 12 


NEW YORK 
Perkal, Louis, (Renewal) 630 Jewett Ave., Staten Island 14 


OHIO 
Stetson, Merwin M., (Renewal) 4135 Erie St., Willoughby 


OKLAHOMA 
Martin, George C., (Renewal) 704 S. W. Third St., Marietta 


OREGON 
Herscher, Fred, (Renewal) Box 745, Sutherlin 


PENNSYLVANIA 
Starer, Leonard J., (Renewal) 1001 Harper Ave., Drexel Hill 
Herrick, R. B., (Renewal) 810 W. Pearl, New Castle 


TEXAS 
Thompson, Homer M., (Renewal) 3133 Saturn Road, Garland 


Journat A.O.A. 


2 
: 
| 
| 
| 
| 
a 
i 
a 
| ; 
| 
| 
| 
3 
| 


Behne, D.; Clark, F.; Jennings, M.; Pallais, V.; Olson, Hy; Wolf, Tyler, E. T.: West.d- Surg, 64: 152, 1956. 
Composition: nonylphenoxypolyethoxyethanal $% in-an oil-in-water emulsion at 
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New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier.! Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEX 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 


now... 
unprecedented 


Sulfa 
therapy 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is recommended that these dosages 
not be exceeded. 


Tablets: 


Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 


Syrup: 


Each teaspoonful (5 cc.) of caramel-flavored syrup contains 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederie) 


*Reg. U.S. Pat. Off. 
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Growth, and Development of Osteopathy 
A and the Osteopathic Profession 


special TWO. for $1.00 


AN INDISPENSABLE SOURCE OF FACTS FOR: Doctors 
of Osteopathy . . . Newspaper Editors . . . Magazine Writers 
. . . Librarians . . . Educators . . . Sociologists . . . Legis- 
lators . . . Foundation Directors . . . Doctors of Medicine. . . 

The and all health agencies needing a forthright statement of fact 
dealing with the osteopathic profession. 


Osteopathic TOPICS COVERED... 


© "Osteopathy's Beginnings © "The Drugless Myth in 

Movement and its Definition as a Osteopathy" 
Field of Study Osteopathy and 

In Medicine "Origin of a New Pro- 
Session" © "A Succinct Description 
of Osteopathy" 
Edited by ® "Medical Advance in Re- © PLUS more than 14 other 
Reymend P. lation to Osteopathic Ad- subjects of similar inter- 
vance Prior to 1920" est 


Literature Sales, 

AMERICAN OSTEOPATHIC ASSN., 

212 E. Ohio St., 


Please send me two copies of THE OSTEOPATHIC MOVEMENT IN MEDICINE at 
the special price of TWO copies for $1.00. Payment in full is enclosed. 
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Carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 
AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 


DURING THE DAY — Desenex Powder (zincundecate) — 11 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. © Belleville 9, N. J. 


PD-71 
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NOW for added ease 
; of administration 


TYLENOL ELIXIR —120 mg. (2 gr.) per 5 cc.; 
bottles of 4 and 12 fl. oz. 


TYLENOL DROPS -— 60 mg. (1 gr.) per 0.6 cc.; 
15 cc. bottles with calibrated plastic dropper. 


discomfort 


control 
with 


TYLENOL 


ELIXIR / DROPS 


> pediatric antipyretic—analgesic 


TYLENOL —the first pediatric 
dosage form of acetaminophen 


*Reduces fever quickly 


*Two convenient liquid dosage forms— 
drops and elixir 


*Well tolerated—children like Tylenol! 
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Abbott Laboratories, 42 

Aloe, A. S., Co., 77 

American Cyanamid Co., 14 

American Osteopathic Assn., 68, 111, 122 
Ames Co., 85 

Arnar-Stone Laboratories, Inc., 111 
Ayerst Laboratories, 9, 50-51, 66, 79 


Baxter, Don, Inc., (Pharmaseal), Insert 
Between 94 & 95 

Becton-Dickinson & Co., 31 

Birtcher Corporation, 105 

Borcherdt Malt Extract Co., 106 

Borden Co., 95 

Bristol Laboratories, 62,.63, Insert 
Between 62 & 63 

Bristol-Myers Co., Cover 2 

Burdick Corporation, 94 

Burroughs Wellcome & Co., Inc., 16, 112 


Cambridge Instrument Co., 117 
Carnation Co., 55, 74 

Chatham Pharmaceuticals, Inc., 96 
Chicago Pharmacal Co., 93 

Ciba Pharmaceuticals, Cover 4, 40 
Cole Chemical Co., 52 

Colwell Publishing Co., 111 


Desitin Chemical Co., 87 
Doho Chemical Corp., 61 
Dome Chemicals, Inc., 98 
Drew Pharmacal Co., 97 


Eaton Laboratories, 11, 58, 81 
Endo Products Co., 88 


Fleet, C. B., Co., Inc., 27 


Geigy Pharmaceuticals, Insert 
Between 78 & 79 

Gerber Products, 49 

Gomco Surgical Mfg. Co., 60 


Harvey, The G. F., Co., 77 
Hobart Laboratories, 89 
Holland-Rantos Co., Inc., 15 
Hyland Laboratories, 73 


Irwin, Neisler & Co., 67 
Kinney Co., 104 


Lakeside Laboratories, Inc., 48 

Lea & Febiger, 73 

Lederle Laboratories, 8, 120-121, Insert 
Between 414 & 415 

Leeming, Thomas & Co., Inc., 83 

Lilly, Eli, & Co., 80 

Lippincott, J. B., Co., 65 


Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), 28-29, 123 
Mallard, Inc., 118 


Vor. 57, Fes. 1958 


Massengill, S. E., & Co., Inserts 
Between 40 & 41, 110 & 111 

McNeil Laboratories, Inc., 6, 72, 124 

Mead Johnson & Co., 33, 54, Insert 
Between 32 & 33 

Merrell, William S., Co., 19 

Micro X-Ray Recorder, Inc., 65 


National Drug Co., 17 
Nepera Laboratories, 32 
New York Pharmaceutical Co., 125 


Organon, Inc., 101 
Ortho, 119 


Parke, Davis & Co., 10, 12-13 

Pelton & Crane Co., 103 

Pet Milk Co., 126 

Pfizer, Chas., & Co., Inc., 26, 30 

Pharmaseal Laboratories (Baxter), 
Insert Between 94 & 95 

Pitman-Moore Co., 113, 114-115, 116 

Professional Printing Co., 102 


Riker Laboratories, Cover 3, 22, 110 
Robins, Co., A. H., 18, 108-109 
Roche Laboratories, Insert 

Between 16 & 17 
Roerig, J. B., & Co., 7 
Rorer, William H.. Inc., 92 


Sandoz Pharmaceutical Co., 100 

Saunders, W. B., Co., Cover 1, 111 

Schenlabs Pharmaceuticals, Inc., 44-45, 
70 

Schering Corporation, 3 

Schmid, Julius, Inc., 24, 78 

Searle, G. D., & Co., 5 

Sherman Laboratories, 84 

Shield Laboratories, 69 

Smith-Dorsey, 20-21, 34-35-36-37-38-39, 
Insert Between 54 & 55 

Smith, Kline & French Labs, 23, 41, 43 

Squibb, E. R., & Sons, 4 

Standard Laboratories, 46-47 

Stanford Laboratories, Inc., 99 

Stuart Co., 75 


Taylor Instruments Co., 107 
Tutag, S. J., Co., 8 


U. S. Vitamin Corp., 90 
Vitaminerals, Inc., 57 


Wallace Laboratories, 64 
Warner-Chilcott Laboratories, 1, 56 
Welch-Allyn Co., 91 

White Laboratories, 76, 82 

Whittier Laboratories, 65 

Winthrop Laboratories, 59 

Wocher, Max, & Sons, 66 

Wyeth Laboratories, 25, 53, 71 


Young, F. E., & Co., 77 


in cases of 
@ INTESTINAL CRAMPS 
e DYSMENORRHEA 
e SMOOTH MUSCLE SPASM 


e HEAT CRAMPS 


HAYDEN'S VIBURNUM 
COMPOUND 


di 


Contains vib opulus, 4 
prickly ash berries, aromatics and suffi- 
cient alcohol to release the resins in the 
crude drugs. 


Patients who have been stopped by 
smooth muscle spasm are soon on the 
go again with HVC, prescribed by 
physicians for over ninety years as a 

istently reliable sedative and 
smooth muscle relaxant. Symptomatic 
relief is both prompt and prolonged, 
and HVC is free from narcotics or 
hypnotics. 


antispasmodic ld 


Write for literature and professional sample. 


NEW YORK PHARMACEUTICAL CO. 
Bedford, Mass. U.S. A. 
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INTRODUCING 


PET 


PET 


INSTANT 


DISSOLVES 
INSTANTLY 


High in protein, low in cost, and—when reconstituted — 
with only half the calories of whole milk, new PET Instant 
meets the needs of the physician in many special-diet cases. 


Its exclusive instantizing (mixes faster than you can stir) 
and its superior flavor make it more acceptable to the patient 
than nonfat dry milk has ever been before. 


For both physician and patient, it can mean a more success- 


ful diet, more effective results, more pleasantly accomplished. th 


Pet Milk Company is proud to introduce new PET Instant or 12-qt. sizes, foil wrapped, with 
handy pouring spout. 


to the medical profession. 


Guaranteed 36.5% protein—high- _Instantized by an exclusive process, PET Appetizing flavor. Never powdery or watery— 
quality milk protein—by total weight. Instant dissolves at the touch of water. always deliciously fresh tasting. 


NEW PET 


NONFAT DRY MILK Copr., 1958, Pet Milk Co. 
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NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


Medihaler-EPI* 


For quick relief of bronchospasm of any origin. More 
rapid than injected epinephrine in acute allergic 
attacks. 
Epinephrine bitartrate, 7.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.15 mg. actual epinephrine. 


Medihaler-ISO* 


Unsurpassed for rapid relief of symptoms of asthma 
and emphysema. 


Medihaler-Phen® Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
Automatic NASAL aerosol nebulization inert, nontoxic aerosol vehicle. Contains no alcohol. 
provides prompt, effective, prolonged, Each measured dose 0.06 mg. actual isoproterenol. 
and nonirritating decongestion in head 
colds, allergic rhinitis, sinusitis, and Prescribe Medihaler medication with Oral Adapter on 
nasopharyngitis. Vasoconstrictive, de- first prescription. Refills available without Oral Adapter. 
congestive, anti-inflammatory, antibac- 
terial. Combines actions of phenyl- 
ephrine, phenylpropanolamine, neo- FOR KIDDIES TOO . 
mycin, and hydrocortisone. Notably safe and effective for children. aq 


Nonbreakable, spillproof. 


( Rik 


matic measured- rosol medication 
4 
LOS ANGELES 


sleep for the 


Kone stroboscopic photo shows movements of 
restless sleeper (28-year-old male) after placebo. The following 
night the same patient was given nonbarbiturate Doriden 0.5 Gm. 
at bedtime. The result was an approximate 50 per cent reduction in 
overt motion and restlessness. Doriden® (glutethimide CIBA) acts 
within 15 to 30 minutes; induces 4 to 8 hours of sound, natural 
sleep; rarely causes morning hangover. C I B A Summit, N.J. 
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